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Abstract 
 
Suicidal behaviour is a phenomenon encountered the world over. Recognising and 
adequately dealing with such behaviours, in a professional setting, is a role expected of a 
psychologist. Working with suicidal behaviour is influenced by a variety of factors on the 
part of the psychologist. These may include, inter alia, experiences they may have had with 
suicidal behaviour, the training they have received in order to deal with such behaviours and 
their subjective experience of self-efficacy in dealing with such behaviours. The current 
qualitative study sought to explore and describe the experiences of recently qualified South 
African psychologists in dealing with suicidal behaviour through semi-structured interviews. 
The focus was on newly qualified clinical psychologists who received their masters training 
at a university in the Eastern Cape Province of South Africa. The study aimed to understand 
how confident, equipped, and ready newly qualified psychologists perceived themselves in 
dealing with suicidal behaviour. Three major themes emerged from the data. The first 
describes the strategies psychologists used in order to recognise potential suicidal 
behaviour, the second was how newly qualified psychologists managed suicidal behaviour, 
and the final theme described how psychologists could be prepared for their role to deal 
effectively with these behaviours. Investigating their experiences enabled the participants 
to contribute towards creating knowledge in this crucial area of psychological practice and 
allowed for the discovery of invaluable insights which could benefit the future training of 
psychologists.  
Keywords:   clinical psychology, experiences, novice psychologists, suicidal behaviour, 
suicide, South Africa, professional training. 
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Chapter 1 
Introduction 
 
Definition of Suicidal Behaviour 
 
     Due to the fact that suicidal behaviour is defined differently in sources which either 
include or exclude behaviours leading up to a physical attempt to fatally cause harm to the 
individual the researcher decided that it was important to define the various aspects of 
suicidal behaviour as they are used in this study. 
     For the purposes of this study, the term suicide refers to any act that could result in an 
intentional self-inflicted death where there has been explicit or implicit evidence (Kaplan & 
Sadock 2015). 
     Nock, Borges, Bromete, Cha, Kessler and Lee (2008) define suicidal behaviour as 
behaviour aimed at ending one’s life as well as the thoughts that one might entertain about 
ending one’s life. The three aspects of suicidal behaviour are suicidal ideation, which are the 
thoughts about ending one’s life, a suicide plan, which is the process of thinking about a 
method to complete suicide, and lastly, the term suicide attempt describes the self-injurious 
behaviour an individual engages in when there is a conscious intent to die. These suicidal 
behaviours are intentional and aimed at completing suicide, even if the individual does not 
act on these thoughts or succeed in the suicide attempt. Researchers and clinicians 
distinguish suicidal behaviour from non-suicidal self-injury or harm which may result from 
acts such as ‘self-cutting’, which are acts of self-injury where there is no intent to die but 
merely to inflict self-harm. 
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     Although this definition provided a relatively clearcut explanation of what suicidal 
behaviour is and is not, in practice, discerning the difference and level of intent is much less 
clear and varies according to individual professionals. This also emerged during the study as 
discussed further in the findings and discussion chapter.  
Broader Context of the Research and Rationale for the Current Study  
 
Reliable statistics on suicidal behaviour which compare socio-demographics such as sex, 
race and urban versus rural settings are elusive, particularly those related to the South 
African context (Burrows & Laflamme, 2005). Anecdotal evidence and individual studies 
appear to indicate that suicide is a neglected public health problem in South Africa (SA). 
Epidemiological data shows that in 2008, suicide accounted for 10% of all unnatural deaths 
in SA (National Injury Mortality Surveillance System [NIMSS], 2008) and that national suicide 
prevalence rates were  between 17 and 25 per 100 000, with an estimated average 
prevalence of 21 per 100 000 (Schlebusch, 2005). This estimate is fairly consistent with the 
findings reported by Scribantel, Blumenthal, Saayman and  Roos (2004) who found that the 
average annual prevalence of suicide in Pretoria over a four year period from January 1997 
to December 2000 was 25:100 000 of the population. A recent study which drew upon a 
nationally representative sample of South Africans yielded data on the lifetime prevalence 
of suicide ideation (9.1 %), plans (3.8%), and attempts (2.9%) (Joe, Stein, Seedat, Herman, & 
Williams, 2008). These findings support the claim by Schlebusch (2005) that suicide in SA 
constitutes “a significant public health concern” (p. 42) requiring the attention of 
researchers. 
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Suicide research the world over has developed within a psychiatric bio-medical 
paradigm, implying that mental health professionals are primarily responsible for preventing 
suicide and treating suicidal behaviour. Due to the fact that suicidal behaviour is one of the 
few potentially fatal psychological conditions, it prompts questions about the current level 
of expertise and the capacity of newly qualified psychologists in SA to correctly identify, 
adequately assess, and effectively manage and treat individuals at risk of suicide. Reducing 
the mortality and morbidity resulting from suicidal behaviour in SA rests in large part on the 
capacity of psychologists, as members of mental health teams, to correctly identify at risk 
individuals and provide empirically supported (evidence-based) treatments.   
Based on the above rationale, the current researcher was of the opinion that there was 
a need to add to the extant qualitative suicide literature regarding the South African 
context. By conducting this study, into how newly qualified psychologists in a South African 
context dealt with this often fatal behaviour, it was hoped to make a meaningful 
contribution to alleviating the multiple suffering of all those affected by suicidal behaviour.   
Structure of the Treatise 
 
 Chapter 1 has introduced the broader context of the current research study and also 
provided the rationale for conducting the current study.  The second chapter discusses the 
bio ecological theoretical framework (Bronfenbrenner, 1994) from which the experiences of 
psychologists in dealing with suicidal behaviour could be comprehensively understood. 
Chapter 3 provides a literature review of suicidal behaviour.  It includes substantiations 
relating to the incidence of suicide, suicidology training and clinicians’ experiences of 
dealing with suicidal behaviour. Furthermore, the chapter examines various models of 
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suicidal behaviour. Chapter 4 presents the research methodology of the study, such as a 
description of the participants, the means by which data were collected and analysed, and 
discusses the considerations of trustworthiness and ethics employed in the current study. 
The fifth chapter presents the findings of the research in three themes and ten sub-themes 
describing the psychologists’ experiences of dealing with suicidal behaviour. Lastly, chapter 
six concludes the research study and briefly discusses the limitations of the study as well as 
offering recommendations for future research in this field. 
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Chapter 2 
Theoretical Framework  
Overview 
  
     The purpose of this chapter is to provide a theoretical framework from which the 
experience of psychologists in dealing with suicide may be understood. The researcher has 
selected the bio-ecological model proposed by Bronfenbrenner (1994) to address this aim. 
More specifically the researcher discusses the five systems comprising the model in 
conjunction with literature relating to suicidal behaviour to relate the theoretical framework 
to suicidal behaviour. The researcher also incorporated the aims of the study to illustrate 
how particular systems may influence psychologists dealing with suicidal behaviour.  
 
Defining Experience 
 
‘Experience’ is defined by the Oxford Dictionary (2010) as the practical contact with and 
the observation of facts or events; the knowledge of skills required by a period of practical 
experience especially in a particular profession; an event or occurrence which leaves an 
impression; as well as meaning to encounter or to feel (Stevenson, 2010). As can be gleaned 
from the definition of ‘experience’ it encompasses many different meanings. This provides 
justification that in order to holistically understand how experiences influence individuals, it 
needed to be investigated from various vantage points. Therefore, the researcher selected 
to use the bio-ecological model proposed by Urie Bronfenbrenner (1994) as the theoretical 
framework that informed the current research study.   
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Bronfenbrenner’s Bio-ecological Model 
 
Bronfenbrenner‘s (1994) bio-ecological model consists of five interrelated systems and 
can be used to comprehensively understand the factors which may influence psychologists’ 
experiences in dealing with suicidal behaviour. Furthermore, an investigation from a bio-
ecological perspective enables the examination of the complex transactions between 
organisms and their habitats which occur in a reciprocal way (Chung, Mulvey, Steinberg, 
2011). This conceptual framework allows for the understanding that although psychologists 
are professionals, they remain individuals who function in a systemic context, which exerts 
multiple influences on their behaviour which cannot be ignored. Bronfenbrenner’s work 
clarifies the distinctions, and relationships among the attributes of the micro, macro and 
exosystems and the interactions between these systems and the individuals within the 
systems (Smith, 2009). Bronfenbrenner (1977) (as cited in Smith, 2009) theorised that 
individuals each possess a unique phenomenological field. Within this field, there is a 
mental world of personal reality, fantasy, imagination and unreality. It is this mental world, 
which steers development and behaviour through interactions between the individual as 
he/she perceives and constructs reality, and his/her environment. The total environment 
experienced by an individual can be described as a set of nested structures. These move 
from the innermost which is nearest to the individual and moves further away to the 
outermost system. These systems are briefly discussed below: 
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The Microsystem 
 
 According to Bronfenbrenner (1994), the microsystem is the innermost system of the 
model and represents the activities, social roles and the interpersonal relations experienced 
by the individual in a setting which is face-to-face. These interactions have particular 
physical, social and symbolic features which encourage or discourage interaction with the 
immediate environment (Bronfenbrenner, 1994), which include contexts such as the 
workplace, family, friendship groups, church affiliations and civic settings (Smith, 2009). In 
the context of suicidal behaviour, this can be represented by the psychologist’s experiences 
of suicidal behaviour from their own lives or vicariously through friends or family, as well as 
in consultation with colleagues and supervisors. Aspects such as the psychologists’ attitudes, 
experiences, their value system and their beliefs surrounding suicidal behaviour could also 
be factors that may play a role in this system. If one of the psychologists were to have 
encountered the suicide of a loved one, this will most certainly influence their views of 
suicidal behaviour and thus may influence their work with patients. A study suggests that 
young people aged between 15 and 24 years of age who have experienced the completed 
suicide of a friend reported increased levels of stress, depression, a reduced capacity to 
cope and symptoms of grief for a prolonged period after the friend’s death (Bartik, Maple, 
Edwards & Kiernan, 2013).  If, while growing up a psychologist had encountered the suicidal 
behaviour of a friend, it could then be hypothesised that such an experience will trigger 
memories and possibly elicit similar feelings when a psychologist is confronted with a 
scenario in which a patient presents similarly. This life event will not only have had an 
influence on his/her development, but also may alter his/her experience of suicidal 
behaviour as opposed to psychologists who had not experienced such behaviours. 
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     With regards to mental health professional’s attitudes towards suicidal behaviour, 
Norheim, Grimholt and Ekeberg (2013) investigated this factor (attitudes) among a range of 
mental health professionals in outpatient clinics in Oslo. The results indicated that all the 
professionals’ held positive attitudes and endorsed the view that suicidal behaviour was 
preventable. 46 % of the health professionals included in the study were psychologists. The 
study also found that psychotherapy was considered the most important treatment for 
suicidal behaviour (Norheim, et al. 2013). 
      Religion also forms part of the microsystem of the ecological model (Smith, 2009). Thus, 
it forms part of the influential forces acting upon an individual either directly or indirectly. 
Cook (2014) states that in general, attitudes towards suicide are negative among all of the 
world’s major faith traditions. This author further states that suicide has been met with 
harsh and unsympathetic responses from religious institutions, with shame being the 
outcome for the victim and their family. Conversely, Cook (2014) suggests that religion may 
be a considered a protective factor against suicide as religious people may be less likely to 
fatally harm themselves. These factors may suggest that if a psychologist was raised 
religiously or currently practises their faith, they may hold different views regarding suicidal 
behaviour, as compared to secular psychologists. 
     Psychologists are highly likely to experience suicidal behaviour in their working 
environments. Coupled with consultations with patients and their family members, are the 
views and opinions of their colleagues and/or other professionals about suicidal behaviour, 
which may influence their own views and beliefs surrounding suicide. This form of 
experiential learning may lead to knowledge acquisition, thus assisting the psychologist to 
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identify factors, which may promote or diminish their feelings of competence and self-
efficacy in dealing with suicidal behaviour.  
 The Mesosystem 
 
According to Bronfenbrenner (1994), the mesosystem is the next level of the bio-
ecological model and represents the links and processes between two or more contexts in 
which the individual interacts (Bronfenbrenner, 1994). Examples of this mesosystem 
proposed by Bronfenbrenner (1994) could be the relations between school and home or 
between school and workplace.  For a psychologist, this could be the institutions in which 
they work where they are required to comply with a particular set of rules, and their home 
contexts which may hold different sets of rules. Both of these contexts would require the 
psychologist to function in a way that incorporates both contextual ‘factors’ into their 
experience of a situation. 
 The Exosystem 
 
       According to Bronfenbrenner (1994), here reference is made to two or more settings 
that comprise of links and processes similar to the mesosystem, but the difference being 
that at least one setting does not involve the individual as an active participant but where 
events occur that affect the individual. In this study, the Health Professions Council of South 
Africa (HPCSA) and other regulatory systems such as the Mental Health Care Act and the 
Children’s Act etc., may influence the experiences of the psychologist as they are required 
to operate within the professional and ethical parameters set by these entities. 
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     The HPCSA regulates the behaviour of health professionals ensuring that their conduct 
towards patients is ethical, non-maleficent and beneficent (Mental Health Care Act 17, 
2002). In psychological practice, it could be argued that potential self-harm or harm to 
others are two of the most important and most urgent ethical emergencies professionals 
face. This is stipulated by the HPCSA under the rights and duties relating to mental health 
care users in the Mental Health Care Act 17 (2002). This section of the document relates to 
consenting to care, treatment and rehabilitation and admission to health establishments. It 
states that “a health care provider or health establishment may provide care, treatment and 
rehabilitation services to or admit a mental health user only if”: the individual has provided 
consent, it is ordered by court or a review board, due to a mental illness, and delay in 
providing the above mentioned services may result in the user inflicting serious harm to 
himself or herself or others (Mental Health Care Act, 2002, p.19). The psychologist is not 
directly involved with the HPCSA in terms of policy generation and regulation but may be 
affected by its regulations. An example of this may be a patient who expresses suicidal 
ideation with intent needing hospitalisation or psychiatric observation in order to prevent 
harm. A psychologist who is less comfortable assessing suicidality might become anxious 
and distressed when a patient expresses these suicidal thoughts and intentions, and act in a 
way that reduces their anxiety rather than what may be in the best interest of their patient. 
These feelings in turn may make the psychologist hypersensitive to any form of behaviour 
that may appear to be potentially harmful. The effects of this are possible failure to develop 
appropriate skills in identifying and assessing suicidality and thus may impede their 
competence and self-efficacy. 
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  The Macrosystem 
 
       According to Bronfenbrenner (1994) this system represents the overarching pattern of 
the previous three levels in a particular culture or sub-culture. In particular, it references 
this culture’s belief system, its bodies of knowledge, material resources, customs and their 
lifestyles as well as the life course options which are embedded in this broader system 
(Bronfenbrenner, 1994). This would include the legal system in South Africa which regulates 
an individual’s functioning. In terms of this study’s sample (psychologists), the psychological 
discipline which has its own discourse, nuances and contains a particular body of knowledge 
will also be a factor to consider when investigating the processes and conditions occurring in 
the macrosystem (Bronfenbrenner, 1994). 
    A paper published by the South African Law Commission titled ‘Euthanasia and Artificial 
Preservation of Life’ in 1998 stated the following: 
In most Western countries increased importance is, however, being attached to patient 
 autonomy. The need has therefore arisen to consider the protection of a mentally 
 competent, but terminally ill patient's right to refuse medical treatment and to receive 
 assistance, should he or she so require, in ending his or her unbearable suffering, by the 
 administering or supplying of a lethal substance to the patient. 
There are various policies governing assisted suicide across the globe. Although, his 
form of death is dealt with mostly by medical doctors, as they would be the ones providing 
the lethal substance, psychologists may play a role in the assessment of the patients’ mental 
state during the decision making process.  At present assisted suicide is not accessible in 
South Africa. However, the fact that it is becoming widely legalised may influence a 
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psychologist’s views and therefore may be incorporated into their experiential field. The fact 
that this form of death is only practised with individuals who are mentally competent brings 
about a different perspective surrounding the aetiology of suicidal behaviour and moves the 
thinking away from the idea that it is a symptom of psychiatric illness. This may influence a 
psychologist’s experience of suicide.  
 The Chronosystem 
 
     According to Bronfenbrenner (1994) the last system encompasses change or consistency 
over time in individuals’ lives and the environments in which they live. Furthermore, these 
are factors such as sociohistorical and temporal factors which could influence an individual’s 
development (Smith, 2009). As we grow, our lives and environments change. This could 
include factors such as family structure (marriage, co-habitation, having children), socio-
economic status, educational opportunities, and the degree of activity in their everyday lives 
(a new parent will have much more to tend to than before the child joined the family). This 
system is particularly important to consider for newly qualified psychologists as their 
lifestyles might be more disrupted and unstable than a psychologist who is well established 
and experienced. These personal and/or environmental changes could create difficulty for 
the new psychologist to effectively manage all their clients to their best ability. This may 
influence the quality of work they do with their clients and in particular their at-risk clients 
who are likely to engage in suicidal behaviour. 
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Chapter 3 
 Literature Review of Suicidology 
 
 Overview 
 
     This chapter provides an overview of the empirical findings of literature related to 
suicidal behaviour internationally as well as locally. After which, some prominent theoretical 
models of understanding suicide and suicidal behaviour are discussed. The focus then 
moves towards identifying some of the challenges related to preventing suicide, clinicians’ 
personal and professional experiences of working with suicidal individuals and the impact it 
has on them in terms of their functioning as health professionals. Furthermore, the chapter 
discusses additional aspects such as myths and risk factors related to suicide and 
operationally defines suicide prevention.   
 Incidence of Suicide  
 
      According to Colucci (2006), epidemiological data demonstrates that all countries are 
affected by suicide in varying degrees, which remain comparatively stable over time 
(Sarchiapone & D’Aulerio, 2015). Suicide is globally the fourth leading cause of death (Nock, 
Borges, Bromete, Cha, Kessler, & Lee, 2008) and claims the lives of 30 000 people annually 
in the United States of America alone, many of whom have been in contact with a physician 
in the 6 months prior to their death (Mc Alpine as cited in Oravecz & Moore, 2006). It 
therefore seems likely that some primary physicians and other health care personnel are 
failing to adequately recognise the suicide risk factors and not preventing suicide (Oravecz & 
Moore, 2006).   A reason for this could be that suicidal persons do not directly express their 
intentions to their health professional, but merely express physical or mental symptoms 
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(Oravecz & Moore, 2006). However, it may also suggest that health care professionals are 
not skilled at recognising individuals at risk of suicide or that they may feel uncomfortable or 
ill-equipped to deal with such clients.  
     In South Africa, 9.6% of deaths in SA are suicide related (Statistics South Africa, 2002, 
2003, 2004, 2005, 2007, 2008). Although these are collective statistics, each province within 
SA is characterised by different variables regarding suicide victims and behaviours such as 
the different means of completing suicide and the demographic factors such as age, race, 
gender and cultural groups of the deceased. In the Nelson Mandela Bay Municipality there 
were 384 suicide related deaths recorded by the National Injury Mortality Surveillance 
System (between 2001 and 2003) (NIMSS 2001-2003).  Although the NIMSS has been able to 
provide much needed information on the prevalence of suicide in SA, there are criticisms of 
this monitoring system. One of these is that it provides a restricted representation of 
mortality statistics. Areas which may need improvement are those which provide more 
detailed statistics and knowledge of suicide, such as a larger representation by mortuaries, 
and proper representation and reporting of cases (Burrows & Laflamme, 2007). 
Suicidological Training  
 
     Little research has been done on assessing the effects that clinical suicidology training has 
on changing the behaviour and attitudes of practitioners (Oordt, Jobes, Fonseca, & Schmidt, 
2009). After suicidology training, the above study found that 44 % of attending practitioners 
had increased confidence in assessing suicide risk, 54% reported they had greater 
confidence in the management of suicidal patients, 83% had changed their suicide care 
practices, and a change to clinic policy was adopted by 66% (Oordt et al., 2006). Although 
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these results are from an American study, it can be assumed that with similar educational 
practices in the South African context, psychologists will feel more adequately equipped to 
deal with suicide cases.  
 Clinicians’ Experiences Surrounding Suicidal Behaviour 
 
     Studies have been conducted to document the insights and expertise of clinicians who 
have to treat and manage patients who engage in suicidal behaviour. One such study 
conducted in the United States of America by Brown, de la Pane and Bongar (2004) included 
321 psychologists who were actively involved in the assessment and treatment of suicidal 
individuals and identified 36 factors which fell into 3 suicide risk categories (see Table 1).   
Table 1 Risk Factors Categories Identified by Psychologists  
Factors Risk level 
History of suicide attempts, severe hopelessness, seriousness of previous 
suicide attempts, acute social ideation, consumption of toxic liquid, major 
depressive disorders, socially isolated, family history of suicide, presence of 
firearm in home, cutting with sharp object, alcohol abuse overdosing with 
medication, refusing to eat, loss, loneliness, presence of physical pain, history 
of psychiatric illness 
Critical 
Death of a spouse, acute life stress, male gender, hitting solid object with 
body, refusing medication, presence of a medical illness, refusing medical 
treatment, marital status, exposing self to hazardous conditions, taking 
unauthorised medication, move to a nursing home, presence of a personality 
disorder, refusing to drink, medical noncompliance, ethnicity, cohort effects, 
verbally abusive, smoking against medical advice 
Moderate 
Scratching excessively Low 
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Note. Adapted from ‘A profile of psychologists’ views of critical risk factors for completed suicide in older 
adults’ by Brown, L. M., Bongar, B., & Cleary, K. M. (2004). Professional Psychology: Research & Practice, 35(1), 
90-96. doi: 10.1037/0735-7028.35.1.90 
 
     The above study suggested that psychologists believed it is more complicated to assess 
the suicidal risk of older adults than it is with the general population (Brown et al., 2004).  As 
stated above, the South African context might entail similar predictive factors associated 
with suicide, but it may also include a wider variety of socio-demographic variables 
(Burrows, & Laflamme, 2005).  A significant lack of research has been noted regarding 
suicidal behaviour in South Africa, as well as the ways in which psychologists interpret, 
assess, and manage such situations. Although the collection of data by NIMSS since 1999 
has provided some epidemiological information on suicide, it does not contain figures 
representative of the entire country (Burrows & Laflamme, 2007).   
     Frierson, Melikian and Wadman (2002) state that not all cases of suicide are preventable, 
thus it may be assumed that during the career of a psychologist he or she is likely to 
encounter the completed suicide of a client. This experience may be similar to losing a 
significant other (Kouriatis & Brown, 2011) and may be also be experienced as a crisis in 
their professional work. The loss of a client can thus be a major event in the personal and 
professional life of a psychologist. This highlights the importance of a psychologist being 
able to adequately deal with such a loss in an appropriate manner in order to maintain their 
professional practice. Therefore, gaining understanding of how the psychologists in this 
study have dealt with similar experiences may provide further insight into ways of 
effectively processing a client’s completed suicide.                                                                                  
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     Sánchez (2001) discusses a risk factor model that can be used by psychologists in the 
assessment and intervention of suicidal behaviour. The model takes into account whether 
an individual’s risk is acute and short-term or whether the risk is chronic, representing long 
term risk. The model uses a flow chart to compare the risk factors with protective factors. 
Schwartz and Rogers (2004) investigated the assessment and evaluation strategies used by 
counselling psychologists in the USA. They state that there are some important 
characteristics that need to be considered when an assessment of suicidality is conducted. 
Cognitive, affective, and relational factors have been identified as important aspects that 
need to be included. They also drew attention to the fact that psychologists need to be 
aware of myths about suicide (see Table 2) so that they are able to remain objective when 
assessing suicide risk.          
Table 2 Myths Which Might Interrupt a Psychologist’s Ability to Assess Suicidal Behaviour. 
Note. Adapted from ‘Suicide assessment and evaluation strategies: a primer for counselling psychologist’ by 
Schwartz, R. C., & Rogers, J. R. (2004).Theory and practice. Counselling Psychology Quarterly, 17(1), 89-97. 
     The same researchers also identified four levels of lethality, reflected in Table 3, which 
are considered to be general guidelines to estimate the overall suicidal lethality of a client.   
Myths about adult suicide Myths about childhood suicide 
Speaking to clients about suicide will cause 
them to think about suicide. 
Misunderstanding that those younger than 
six years old do not commit suicide. 
Clients who threaten suicide will not actually 
act on those threats. 
Children do not understand the finality of 
death. 
Suicide is an act of irrationality and impulse Implementing a suicidal act is above the 
cognitive capabilities of a child.  
People who are suicidal are inherently 
insane. 
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A study by Upanne (2001) analysed the professional practices involved in suicide 
prevention. The study focussed on the meaning of practical suicidal interventions and also 
assessed whether the previously developed prevention models were feasible for 
professional practitioners such as psychologists, nurses, social workers, physicians, and the 
clergy. The results of the study showed that of the methods identified in 1996, 73% were 
still being used four years later. Furthermore, in terms of preventing suicide, the study 
identified that recognising the risk factors was the primary factor of prevention. However, 
practices aimed at promotion, such as the enhancement of protective factors were noted in 
all the sectors of health professionals. Additionally, Upanne (2001) identified the following 
as useful operational definitions of suicide prevention: 
1. Helping people in crisis situations by providing particular services. 
2. Helping people in suicidal crisis by professional skills, interventions, networking and 
public information. 
3. Developing preventive mental health work. 
4. Increasing the efficiency of services. 
5. Providing support for those who survive.  
6. Providing care for suicide attempters. 
Furthermore, evidence based prevention guidelines set out by the National Institute of 
Health and Care Excellence (2004) (NICE, 2004) comprehensively provides guidance for a 
range of suicide related cases in a document titled ‘Self-harm in over 8s: short-term 
management and prevention of recurrence’, however, for the purposes of this section, only 
the most relevant guidelines will be provided, namely; the management of self-harm in 
primary care, the treatment and management of self-harm in emergency department, 
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psychosocial assessment, Referral, admission and discharge following self-harm and , 
psychological, psychosocial and pharmacological interventions (NICE, 2004). These 
guidelines are attached as appendix D. 
Table 3 Guidelines to Estimate Level of Suicidal Lethality 
Level of 
lethality 
Description 
Low Suicidal ideation is present but intent is denied, no concrete plan exists and has 
never attempted suicide in the past. 
Moderate More than one general risk factor for suicide is present, suicidal ideation and intent 
is present but a clear plan is denied. 
High Several general risk factors for suicide are present, client has verbalised suicidal 
ideation and intent, there is a coherent plan to harm self and access to resources to 
complete the plan are reported. 
Very high Verbalisation of suicidal ideation and intent, a well thought out plan with immediate 
access to resources needed to complete the plan has been communicated, cognitive 
rigidity and hopelessness for the future are demonstrated, denial of any available 
social support and there have been previous suicide attempts. 
Note. Adapted from ‘Suicide assessment and evaluation strategies: a primer for counselling psychologist’ 
by Schwartz, R. C., & Rogers, J. R. (2004).Theory and practice. Counselling Psychology Quarterly, 17(1), 89-
97. 
     In addition to considering how South African clinical and counselling psychologists might 
narrate their experiences in dealing with suicide, it is interesting to note that of the 238 
South African clinical and counselling psychologists who participated in the study by 
Jordaan, Spangenberg, Watson, and Fouchè, (2007), 56% experienced above average 
anxiety levels and 54.2% were mildly depressed (Jordaan et al. 2007). The study explored 
psychologists’ emotional stress levels accompanying their occupation as manifested through 
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anxiety and depression (Jordaan et al., 2007). This means that psychologists are already 
affected emotionally by the work they do. Experiencing the completed suicide of a patient 
can be considered amongst the most devastating of all clinical events (Lewis, 2007) and 
would undoubtedly influence the psychologist negatively. This emphasises the importance 
of empirically supported prevention strategies that psychologists can employ when dealing 
with suicidal individuals and also alludes to the importance of gaining insights from 
psychologists who have had similar experiences in dealing with suicidal clients. 
Consequently, it is important that psychologists are able to establish their boundaries of 
comfort relating to their competency in suicide assessment and treatment (Jobes, 
Overholser, Rudd, & Joiner, 2008). Research about suicide prevention and psychologists’ 
experiences of dealing with suicidal behaviour in the South African context is limited, 
especially relating to newly qualified psychologists.    
 Models of Suicidal Behaviour 
 
Suicide has been understood from many different perspectives with various models 
having been proposed to account for and understand this aspect of human behaviour 
(Hjelmeland & Knizek, 2010). Examples of these models include psychodynamic theories, 
Thomas Joiner’s Interpersonal Model (Van Orden, Witte, Cukrowicz, Braithwaite, Selby, & 
Joiner, 2010), the Suicide As Communication model proposed by Hjelmeland & Knizek (2007) 
and the Integrated Motivational – Volitional Model of Suicidal Behaviour posed by O'Connor 
(O’Connor, Platt, & Gordon, 2011). 
Suicide has also been investigated from different epistemological stances. Quantitative 
studies have been extensively employed to document risk and protective factors such as the 
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study by Malone, Oquendo, Hass, Ellis, Li and Mann (2000) which documented the 
protective factors against suicidal acts in major depression. This study identified 
“responsibility towards family, fear of social disapproval and greater survival and coping 
skills” (p. 1084) as some of the protective factors. These quantitative studies typically use a 
hypothesis-deductive or an experimental methodology to show statistical relationships 
(mostly correlations) between suicide and other variables (such as mental illness) 
(Hjelmeland & Knizek, 2010). According to Hjelmeland and Knizek (2010) researchers often 
look at suicide from a linear perspective assuming that a causal relationship exists between 
suicide and certain variables. Suicide has thus come to be understood as a psychiatric 
problem and is often investigated from a bio-medical perspective.  
Suicide has also been investigated, although to a lesser degree, using qualitative 
research methods which employ the use of hermeneutics and place emphasis on 
interpretation in order to understand the phenomenon (Hjelmeland & Knizek, 2010). 
Prinstein (2008) (as cited in Barzilay & Apter, 2014) offer the opinion than in order for a 
theoretical model of suicide to be considered comprehensive it must meet the following 
criteria:  
1. It must be consistent with data which empirically documents risk factors and 
explains the role of them. 
2. It must fully address the interplay between intra-individual dynamic systems and 
inter-individual risk factors. 
3. It should provide insight into the process whereby contextual factors interact 
with proximal triggers to predict the emergence of suicidal ideation and suicidal 
behaviour. 
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Additionally, Knizek and Hjelmeland (2007) state that one of the basic conditions for a 
suicidology model, considering the phenomenon’s multifactorial aetiology, is that it should 
be investigated from a multidisciplinary approach.  
The Bio-Medical Model  
 
The dominant contemporary account of suicide is a bio-medical model that positions 
suicide as a symptom of mental illness and a consequence of psychological distress, which 
has clear risk and protective factors. The above is supported by Cavanagh, Carson, Sharpe 
and Lawrie (2003) who state the greatest association with suicide is mental illness. This 
paradigm also centres on the assumption that suicide can be prevented by offering at-risk 
individuals appropriate treatment, which implies that psychologists have an important role 
to play in correctly identifying and treating at-risk individuals. 
The Comprehensive Cognitive Model 
 
     This model as referred to in Barzilay and Apter (2014) describes the model proposed by 
Beck, Brown and Berchick et al. (1990) who emphasise the cognitive aspect of suicidality. 
These authors suggest that the most significant factor to play a role in the suicidality is 
‘hopelessness’.  This hopelessness disrupts all of the components of the classic cognitive 
triad, which comprises of the views of the self, others and the future (Barzilay & Apter, 
2014). Wenzel and Beck (2008) developed a model of suicide which describes the 
interaction among three main constructs leading to the suicidal act: dispositional 
vulnerability factors; cognitive processes associated with psychiatric disturbance; cognitive 
processes associated with suicidal acts. Furthermore, Wenzel and Beck (2008) state that an 
individual is at a heightened vulnerability due to their disposition comprising of the 
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following five empirically supported factors: impulsivity and aggression, problem solving 
deficits, an over-general memory style and a trait-like maladaptive cognitive style as well as 
other personality variables such as perfectionism and neuroticism. The cognitive theory 
goes on to suggest that the interaction of vulnerability factors and life stressors increases 
the likelihood of schemas associated with psychiatric disturbance. These schemas then 
facilitate the biased information processing that underlies suicide. Suicidal individuals are 
also said to be characterised by suicide schemas which are specific to suicidal behaviour 
(Barzilay & Apter, 2014). The cognitive model being proposed consists of two suicide 
schemas, the non-impulsive attempts characterised by chronic hopelessness, and impulsive 
attempts which are characterised by perceptions of unbearability (Barzilay & Apter, 2014). 
Due to the empirical basis of the constructs associated with the cognitive theory, it has had 
a significant influence on the understanding of suicidal behaviour.  
Psychodynamic Theories 
 
     Barzilay and Apter (2014) state that Freud’s first observations on self-destruction led to 
psychoanalytic theories and studies that influenced the exploration of suicide. Freud (1920) 
in his work, conceptualized that intra-individually there are internal forces which promote 
self-destruction. Freud postulated that the life and death drives are opposing basic instincts. 
The life drive is aimed at reducing the tension associated with survival needs, and the death 
drive is aimed at eliminating the tension of life itself. He believed that the energy to kill 
oneself derived from an earlier repressed desire to destroy another (Barzilay & Apter, 2014). 
This would mean that suicidal behaviour represented an internalisation of this object that is 
to be destroyed and a turning of the external death wish inward, against a fragment of one’s 
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own ego. Menninger (1938) elaborated on Freud’s work of suicide by claiming that every 
suicide is an inverted homicide. He went on to conceptualise a suicidal triad consisting of 
the wish to kill (murder), the wish to be killed (guilt), and the wish to die (depression). As 
mentioned earlier, the wish to kill an external object is later introjected into the ego, leading 
to feelings of guilt for wishing loved ones dead. As one’s ego is destroyed by self-hate and 
guilt, a depressed, hopeless wish to die is becomes apparent, and thus a wish to be killed as 
punishment (Barzilay & Apter, 2014) 
     Klein (1935, 1946) further emphasised the role of the death instinct, asserting that 
primitive envy in early life represents a severe form of innate aggression. In the view of 
Klein’s theory, suicide is caused by unbearable guilt over aggressive fantasies towards 
internalized objects. The guilt causes feelings of badness and destructiveness. Suicide is 
therefore an attempt to prevent one’s own destructiveness. This psychodynamic theory was 
the first to emphasize the role of object-relations in the suicidal process. 
     Several authors have made an effort to show empirical evidence for psychodynamic 
formulations of suicide (Fowler, Hilsenroth, Groat et al., 2012; Maltsberger, 2004).      
Orbach (1996, 2003) as cited in Barzilay and Apter (2014) demonstrated the relationship 
between early negative attachment and the development of suicidal behaviour as a result of 
negative attitudes toward the body, which was conceptualised as ‘‘the suicidal body.’’ The 
Freudian conceptualisation of suicide as aggression turned inward is supported by a number 
of studies (Apter, Plutchik, & van Praag, 1993; Maiuro, O’Sullivan, & Vitanliano, 1989; 
Rustein & Goldberg, 1973; Tatman, Greene, & Karr, 1993) (as cited in Barzilay & Apter, 
2014). Generally speaking however, it seems that the major limitation of psychodynamic 
theories of suicidal behaviour is that they are mostly unsuitable for empirical testing 
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(Barzilay & Apter, 2014). Other criticisms of psychodynamic approaches are about the 
concept of self-destructiveness as an integral biological need of the human personality. 
Baumeister and Scher (1988) found no empirical evidence for primary self-destruction in 
humans (Barzilay & Apter, 2014). 
Interpersonal Theory of Suicide 
 
     This model to understand suicidal behaviour is offered by Thomas Joiner (2005) as cited 
in Barzilay and Apter (2014) suggests that an individual will engage in serious suicidal 
behaviour if they possess both a desire to die as well as the capability to act on that desire. 
Barzilay and Apter (2014) state that there are two distinct interpersonal psychological states 
which create the desire to die, namely, a perceived burdensomeness and a feeling of 
thwarted belongingness. These feelings lead to the belief that one’s death is worthwhile to 
others. When the two feelings overlap the suicidal ideation is enhanced. Furthermore, 
Joiner (2005) states that an individual needs to have an acquired capability for suicide which 
is attained by having a fearlessness of pain, injury and death through a process of 
repeatedly experiencing pain, often through self-injury (Barzilay & Apter, 2014). 
Suicidal Behaviour as Communication Model 
 
     This model proposed by Knizek and Hjelmeland (2007) simply stated, says that “suicidal 
behaviour is not only perceived as an act that aims at hurting oneself, but also a specific way 
to communicate something “(p. 705). These authors further elaborate, that a general model 
of understanding suicidal behaviour “seems to far-fetched or ambitious” (p. 706) and thus 
using a less complex data interpretation model is more in accordance with realistic aims and 
actual needs. The authors state that in order to cover as much as possible from the suicidal 
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process, and considering that communication is verbal and non-verbal, the use of semiotics, 
hermeneutics and conversation analysis should be applied (Knizek & Hjelmeland, 2007).  
Semiotics and discourse analysis allows for the analysis of the emotional state of the 
individual in question. Using hermeneutics allows for defining who the significant others 
are, and their relationship with the individual in question is like, and lastly the use of 
conversation analysis is done in order to see what means are used to impact others (Knizek 
& Hjelmeland, 2007). These authors go on to give four steps which are to be used as a 
functional model for interpreting suicidal behaviour as communication: First, is the analysis 
of the emotional status of the suicidal person. Secondly, one analyses the story as definition 
of the action radius. Thirdly, one looks at the means used in the process leading towards 
suicide and lastly, after employing the preceding steps it is possible to go further with a 
description of the communicative positioning and potential of the suicidal individual, by 
creating a typology of the communicative aspects in suicidal behaviour (Knizek & 
Hjelmeland, 2007). 
Integrated Motivational – Volitional Model of Suicidal Behaviour 
 
     This model proposed by Rory O’Connor (2011) attempts to synthesise, distil and extend 
knowledge and understanding of why people die due to suicide. This is done by particularly 
looking at the psychology of the suicidal mind (O’Connor, 2011). In brief, O’Connor’s (2011) 
Integrated Motivational – Volitional Model proposes that suicidal behaviour results from an 
interplay of factors, the proximal predictor of which is one’s intention to engage in 
behaviour of a suicidal nature. The ‘intention’ which the model functions around is 
determined by feelings of entrapment due to life circumstances and from which suicidal 
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behaviour can be seen as a salient solution. These feelings of entrapment are triggered by 
humiliation and defeat appraisals. O’Connor (2011) states that the movement from 
defeat/humiliation to entrapment, through to suicidal ideation/intent and then onto suicidal 
behaviour are determined by stage specific moderators. O’Connor (2011) suggests a three-
phase model of suicidal behaviour, which takes into account the interplay between the 
factors mentioned above. The first phase is the pre-motivational phase consisting of 
background factors such as environmental deprivation and vulnerabilities, and triggering life 
events which provide the biosocial context for suicide. The motivational phase is associated 
with the formation of suicidal thought and intentions aimed at ending one’s life. In the third 
phase, known as the volitional phase, the suicidal thoughts are translated into suicidal 
behaviours (Barzilay & Apter, 2014) 
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Chapter 4 
Research Methodology 
 
Overview 
 
     This chapter provides an outline of the research methodology employed in the current 
study. In doing so, the chapter discusses the way in which data was collected, how it was 
analysed using thematic analysis (Braun and Clarke, 2006) and then verified using Shenton’s 
(2004) guidelines for trustworthiness. Thereafter, the procedure of how the study was 
carried out, the participants, the aims of the study, as well as the ethical considerations 
related to the study are discussed. Furthermore, the chapter discusses the nature of 
qualitative research and how this form of research is becoming increasingly valuable in 
suicide related research. 
Research Design 
 
     The current study employed a qualitative research design which made use of semi-
structured telephonic interviews after purposive sampling of participants took place (du 
Plooy, 2011).  A more detailed explanation of this has been provided within this chapter. 
Qualitative Research 
 
      The benefits of undertaking a qualitative methodological approach in health care 
research is becoming increasingly recognised by both clinicians and those involved in 
academia (Marshall, 1996). However, there remain misunderstandings about the 
methodological approach and the philosophical basis associated with research of this nature 
(Marshall, 1996). Qualitative research is described as exploratory as opposed to conclusive 
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in nature. It is based on the assumption that behaviour is bound to social or cultural 
contexts and allows the researcher to look at a range of ideas or feelings about a topic in the 
attempt to understand the different perspectives people hold within and between different 
groups (Watkins, 2012). The qualitative researcher then is able to provide a thick, rich 
(Campbell, 2014) description of the human behaviour in which she/he is interested in. Stake 
(1995) distinguishes the following three major differences between quantitative and 
qualitative research: 
1. The purpose of inquiry for quantitative research is to explain, whereas qualitative 
research aims to understand. 
2. There is a distinction between a personal (qualitative) and impersonal (quantitative) 
role for the researcher. 
3. There is a distinction made between the knowledge which has been discovered 
(quantitative) and the knowledge constructed (qualitative) (Jackson, Drummond & 
Camara, 2007).  
The Importance of Qualitative Suicide Research 
 
     Taking into account the aspects discussed in the previous section, the researcher 
highlights the need for qualitative suicide research below. Hjelmeland and Knizek (2010) 
state that between the years 2005 and 2007, less than three percent of the research articles 
in three main international suicidological journals used a qualitative research approach. This 
indicates that most published research relating to suicide is linear, correlational and 
statistical with little emphasis being placed on trying to understand the behaviour that has 
been reported on in quantitative research. Hjelmeland and Knizek (2010) argue that if we 
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want to understand the phenomenon that we are interested in, it is important that we 
follow up quantitative studies with qualitative ones. These authors further state that 
quantitative studies do not allow the researcher to look at relationships between important 
factors due to the concept of standardisation which does not fit every individual, thus not 
eliciting important information from individuals (Hjelmeland & Knizek, 2010). By conducting 
qualitative research regarding suicide we may better understand how the risk factors 
identified in epidemiological studies are related to suicidal behaviour (Hjelmeland & Knizek, 
2010). 
     Barker, Pistrang and Elliot (2002) note that a qualitative approach seems to appeal to 
graduate students in the social sciences as this form of research allows them to have much 
closer contact with the clinical phenomena. Suicide related research, and in particular 
research such as the current study, which aims at providing knowledge for future training, 
the aspect of being closer to the phenomenon is important. This may allow the researcher 
to gain a greater understanding of intrapersonal experiences of the participants, through 
which information about training, efficiency, ethics and obstacles may be explored instead 
of merely reporting upon epidemiological results. 
Ethical Considerations 
 
     When one undertakes ethical research it means that the primary ethical principle of ‘do 
no harm’ should guide any behaviour of the research process (du Plooy, 2009). In this 
study the focus was on suicide, therefore, questions used in the interview schedule 
needed to be dealt with sensitively. The researcher had been involved in qualitative 
research interviewing prior to this study which had allowed the researcher to gain 
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experience in dealing with sensitive content. The researcher therefore was able to rely on 
his prior experience in qualitative suicide research interviewing to approach this topic with 
sensitivity. The reason for such sensitivity was that the study participants may have 
experienced trauma around suicidal behaviour and the questions could have aroused 
some painful emotions. In anticipation that the current study could reactivate traumatic 
experiences the researcher had discussions and role plays with colleagues as a form of 
piloting. The role plays included conducting fake interviews with colleagues using the 
interview schedule compiled by the researcher to simulate the interviews which would be 
conducted with the participants. This process allowed the researcher to gain some 
understanding around which questions could raise concern. These questions were then re-
worked in order to make the interview as comfortable as possible for the participants. 
Additionally, should the participants have become distressed during the interview, 
arrangements were in place to refer the participant to a mental health professional at the 
NMMU University Psychology Clinic. This was done to meet the researcher’s ethical 
responsibility towards participants. This referral process was formally arranged and 
facilitated in conjunction with the NMMU Psychology Clinic Manager. If the participant 
chose not wish to access the services of the NMMU Psychology Clinic for assistance due to 
personal or geographical reasons, a referral would have been made to a mental health 
care professional within their vicinity. The sample of this study consisted of psychologists 
which meant that they have been trained to appropriately deal with any emotions that 
may arise during professional consultations or from research interviews and that they 
were aware of assistive services if required.  While this did not remove the researcher’s 
ethical responsibility as a researcher; it meant that the researcher was not dealing with 
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participants who were unfamiliar with assistive services and the process of accessing such 
services. 
     Permission to conduct the proposed study was granted by the Faculty Post Graduate 
Studies Committee (FPGSC) and the University Ethics Committee-Human (REC-H) (see 
appendix E) as well as the Nelson Mandela Metropolitan University psychology Clinic 
(UCLIN).  The research process adhered to the ethical research rules and procedures set 
out by the Nelson Mandela Metropolitan University’s Human Ethics Committee in its Code 
of Conduct for Researchers at NMMU with policy number D/776/05 (Moutlana & van 
Breda, 2009) as well as those of the Health Professionals Council of South Africa including 
the additional guidelines set out in booklet six which provides general ethical guidelines for 
health researchers (HPCSA, 2008).  
     Voluntary informed consent was gained from participants prior to data collection by 
written informed consent (Appendix B). The agreement also included asking for consent to 
make use of a tape recorder during the interview.  Furthermore, the participants were 
informed that they could withdraw from the research at any time and that they would not 
be receiving any compensation or rewards for their participation. Additionally, all personal 
and identifying data were removed from the data collection and analysis documentation 
to ensure confidentiality. Participants are represented merely by a letter of the alphabet as 
a form of pseudonym. All research related data were and continue to be stored on 
password protected computers that are accessible only to the researcher until the degree 
is awarded after which the data will be destroyed.  
Trustworthiness 
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     With any qualitative research the question of rigour and trustworthiness is always a 
concern. Although critics are reluctant to accept trustworthiness of qualitative research, 
there are frameworks that have been established in order to ensure rigour, in particular 
Guba’s constructs (Shenton, 2004). Shenton (2004) reports that Guba (1981) proposed 
four criteria that should be considered by qualitative researchers in efforts to verify their 
research as trustworthy. The four aspects are credibility, transferability, dependability and 
conformability. The researcher used these four criteria to establish the trustworthiness of 
the current study.   
1. Credibility, according to Shenton (2004), deals with the question of “how congruent 
are the findings with reality?” (p. 64). Furthermore, Shenton (2004) states that Lincoln 
and Guba (1985) argue that to ensure credibility is one of the most important factors in 
establishing trustworthiness. Practically this was done by using well established 
research methods. This meant that the means used to gather and analyse data have 
been proven effective and utilised successfully in previous projects of a similar nature 
to the current study.  Shenton (2004) further recommends that the researcher develop 
an early familiarity with the participating organisation. This assists in creating rapport, 
building a relationship of trust and allows for an adequate understanding of the 
organisation. The organisation in the current study was the masters training 
programme for registration as clinical and counselling psychologists within the 
Psychology Department in the faculty of Health Sciences of Nelson Mandela 
Metropolitan University. The researcher is a member of this university and therefore a 
relationship of trust already exists and access to the organisation was easily obtained. 
The researcher however, needed to monitor his bias towards this organisation, as 
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Shenton (2004) states that researchers may become so immersed in the culture that 
their scrutiny and professional judgement may be influenced.  
The researcher opted to use purposive sampling as a specific sample was required 
for the current study. However, the researcher has not made any claims of 
generalisations to a larger population. Triangulation, is another form of establishing 
credibility. One way Shenton (2004) suggests that this could be done is triangulating 
data sources. Here, individual experiences and viewpoints are verified against others, 
allowing for a rich picture to be constructed based on the contributions of a range of 
participants. In this study, the participants were all psychologists, however, they had 
undergone different internship training and had different working experiences since 
graduating. This allowed for a rich description of experiences.  The sample included 
three male and three female clinical psychologists. At the time of data collection two 
were working in the Eastern Cape, two in the Northern Cape and two in Gauteng. Four 
out of the six psychologists included in the sample worked in public sectors, one 
worked solely in private practice and one worked in a combination of private and 
parastatal setting.  The researcher’s background, qualifications and experience are also 
factors which may add to or detract from the credibility of the research. This is because 
the researcher is especially important in qualitative research as he/she is the research 
instrument and conducts the analysis. As mentioned previously, the researcher had 
conducted suicide related research previously and the research instrument and 
method of interviewing was piloted and adjusted prior to conducting interviews.  
2. Transferability, refers to the extent to which the findings can be applied to other 
situations; or demonstrating how the findings can be applied to a wider population 
 EXPERIENCES OF PSYCHOLOGISTS DEALING WITH SUICIDAL BEHAVIOUR 
  
46 
 
(Shenton, 2004). This was done by comparing obtained data with current guidelines for 
suicide prevention. However, it needs to be stated that it was not the aim of the 
current study to generalise to a wider population. With qualitative research it would be 
impossible to demonstrate that the findings and conclusions are applicable to other 
situations and populations (Shenton, 2004). Shenton (2004) lists information on issues 
which should be given at the outset in order to convey boundaries of the study. These 
include: the number of organisations taking part in the study and where they are 
based; the restrictions in the type of people who contributed data; the number of 
participants involved; the data collection methods employed; the number and length 
of data collection sessions and the time period over which data was collected. These 
will be discussed later in the chapter.  
3. Dependability, as stated by Shenton (2004), refers to the issue of reliability. Which 
simply put, refers to the process of re-implementing the study with all the same 
variables and arriving at similar findings. In the current study, this was done by clearly 
and explicitly describing the methods and processes of the study so that it may be 
easily recreated. Shenton (2004) suggests that the text should include sections which 
are devoted to the research design and implementation; operational detail of data 
gathering; reflective appraisal of the project in which the effectiveness of the process 
undertaken is evaluated. All these aspects are accounted for in this chapter.  
4. Confirmability, refers to the steps which were taken in order to ensure that the study’s 
findings are as far as possible the result of the experiences and ideas of the informants, 
instead of the characteristics and preferences of the researcher. This is where 
triangulation plays an important role (Shenton, 2004). Similarly, to what was 
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mentioned above, the use of an independent coder in conjunction to the researcher’s 
own thematic analysis acted as confirmation to what was found. Shenton (2004) 
suggests a clear ‘audit trail’ which gives a step by step description of how decisions 
were made, thus allowing the observer to trace the procedures and methods of a 
study. Braun and Clarke’s (2006) system for thematic analysis provides a clear 
systematic approach by which the data were analysed.   
Procedure 
      The target population consisted of psychologists who had completed their professional 
training at Nelson Mandela Metropolitan University, in the clinical or counselling psychology 
masters programmes, since 2011. This meant that the total number of potential participants 
was 52.  The researcher obtained permission from the manager of the University Psychology 
Clinic to gain access to the names and email addresses of the graduates and then the 
researcher sent out a mass email to the above mentioned graduates. Only ten individuals 
who met the inclusion criteria responded positively. After mutually agreeable arrangements 
were made as to when the interviews would take place, the researcher sent out a self-
addressed and postage paid envelope with the consent form (appendix B) which the 
participants completed and mailed back to the researcher before starting the interviews. 
Only six of the ten individuals who volunteered returned their consent forms.  
     The interviews which were conducted by telephone and audio tape recorded were then 
transcribed by an independent transcriber. Thereafter the data was analysed thematically, 
verified by an independent coder and reported upon in the relevant chapter. 
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Selection of Participants 
 
     Participants were selected through purposive sampling. This form of sampling is done by 
selecting participants based upon specific characteristics.  With the use of a non-probability 
sampling method such as purposive sampling, the researcher acknowledged that it is not 
representative of an entire population but rather that it provides information relevant to 
specific population sub-groups (du Plooy, 2011).  For this reason, the researcher made no 
claim of generalisability in the context of the qualitative nature of this study. 
      The target population of this study were psychologists who had completed their 
professional psychology training, and were either completing their community service year 
or were working as registered clinical psychologists, and had encountered suicidal behaviour 
in their professional practice. Unfortunately, no counselling psychologists showed an 
interest in participating and therefore, the sample only consisted of six clinical psychologists 
who were all registered with the Health Professions Council of South Africa. A demographic 
summary of the sample is provided in the table below. 
 
 
 
 
Table 4 Sample Demographics  
Participant Gender Province Years of Working 
Experience After Internship 
Work Setting 
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A Male Gauteng 1 Public 
B Male Eastern Cape 2 Public 
C Male Eastern Cape 1 Private 
D Female Northern Cape 3 Public 
E Female Northern Cape 1 Public 
F Female Gauteng 4 Parastatal and Private 
 
Data Collection 
 
     Participants who expressed a willingness to participate voluntarily and met the inclusion 
criteria were selected and interviewed during a semi-structured telephone interviews about 
their experiences of dealing with suicidal behaviour. Interviews were conducted 
telephonically due to the geographical parameters. Fenig and Levav (1993) suggest that 
participants prefer the relative anonymity of telephone interviews as opposed to face-to-
face interviews. Furthermore, a study by Sturges and Hanrahan (2004) comparing telephone 
and face-to-face qualitative interviewing, found that the same amount and quality of data 
was gathered regardless of whether it was collected during face-to-face interviews or 
telephonically.  
     The use of semi-structured telephone interviews is important for an exploratory 
descriptive qualitative study, such as this study, as this form of interviewing allows the 
researcher to follow up on unanticipated leads from the subjects and pose questions which 
were not prepared prior to the interview (Kvale, 1996). Furthermore, this style of 
interviewing allowed the researcher to gain rich data because neither the participant nor 
researcher were bound to a pre-set interview schedule. The interviews were conducted in 
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English. The qualitative data from these interviews were collected by using interview 
probes, attached as Appendix A, as a guide. 
Data Analysis 
 
      Once the telephone interviews had been conducted and recorded the audio files were 
transcribed by an independent transcription company, Top Transcriptions, and then 
analysed thematically. Braun and Clarke (2006) state that thematic analysis “is a method for 
identifying, analysing and reporting patterns (themes) within your data” (p.79). 
Furthermore, they state that it “minimally organizes and describes your data set in detail” 
(p. 79). The above authors devised a six-phase format which the researcher used to conduct 
the thematic analysis. In conjunction to this process the researcher used an independent 
coder to check the validity of   the themes that had been identified by the researcher. The 
steps of the thematic analysis which took place are tabulated below.  
Table 5 Phases of Thematic Analysis 
Phase Description of the phase 
1.  Data familiarisation  Transcription and multiple readings of the data and noting some 
initial ideas. 
2. Creating initial codes Providing interesting features within the data with codes, and 
replicating this process throughout the entire data set. 
3. Search for themes Ordering codes of the data set into groups which start to 
resemble potential themes.  
4. Reviewing of themes Here the researcher compares the themes in order to see which 
themes can be amalgamated and which could be discarded. 
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5. Define and name themes Here the themes which have emerged from phase four are 
further refined and clear definitions and names for the themes 
are created.  
6. Report production 
 
 
This is the point in which the final analysis occurs, where the 
selected extracts of the analysis, the literature and the research 
question are integrated in the report. 
Note. Adapted from: Braun, V., & Clarke, V. (2006).Using thematic analysis in psychology. Qualitative Research 
in Psychology, 3(2), 77-101. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chapter 5 
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Findings and Discussion  
Overview 
 This chapter discusses the findings of the current study. The data were collected by 
means of six qualitative semi-structured telephone interviews to investigate themes relating 
to the main aim of this study, namely to identify and describe the experiences of recently 
qualified psychologists with regard to managing suicidal behaviour. The chapter discusses 
the themes that were extracted as well as their sub-themes. In addition, the researcher 
discusses these themes by using verbatim quotations from the qualitative research 
interviews to substantiate the findings as well as drawing on relevant literature to compare 
current findings to what has been found in the past. The thematic analysis conducted on the 
transcribed interviews identified three themes with ten sub-themes.   
Summary of Findings 
 The themes which were extracted using thematic analysis by the researcher and the 
independent coder are tabulated below. The first theme deals with the strategies 
psychologists used in order to recognise potential suicides. Secondly, a theme of how the 
participant psychologists managed suicidal behaviour was also identified.  Lastly, in terms of 
the participants’ experiences, they described how a psychologist may be prepared for their 
role in which they are required to deal with suicidal behaviour.  This table provides a brief 
overview of what will be discussed in greater depth in the remaining section of the chapter.   
 
Table 6 Summary of Themes and Sub-themes 
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Themes Sub-themes 
1. Identifying Strategies to Recognise 
Potential Suicides 
1.1 Take an in-depth history- e.g. relationships, 
substance use issues, self-harming, previous 
suicide attempts 
1.2 Defining suicidal behaviour 
1.3 Identify red flags pointing to potential suicidal 
behaviour  
1.4 Reasons for suicidal behaviour  
2. Management of Suicidal Behaviour 2.1 Efficacious management e.g. listening, non-
judgemental attitude, acknowledgement, 
validation, appointments, verbal or written anti-
suicide contracts. 
2.2 Support systems available to the individual e.g. 
Lifeline, social support 
2.3 Hospitalisation of high risk individuals - 
observation and medication 
3. Preparing Psychologists for Their 
Role 
3.1 Discrepancy in training  
3.2 Source of knowledge and skills - on the 
job/experiential training as the basis of  
knowledge and skills 
3.3 Supervision and exposure to potential suicidal 
patients 
 
Theme 1 - Identifying Strategies to Recognise Potential Suicides 
From the experiences narrated by the participants, one of the main themes which 
occurred in their dealings with suicidal behaviour was the importance of being able to 
appropriately recognise various factors which may hint at suicidal behaviour. The ability to 
adequately recognise potential suicidal behaviour means that psychologists are better able 
to appropriately intervene. The sub-themes discussed below highlight the ways in which this 
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could be recognised and the means of identification used. These included in-depth history 
taking, differentiating between suicidal ideation and intent and how to operationalise the 
definition of suicidal behaviour. The researcher also discusses how the participants 
identified red flags alerting them to potential suicidal behaviour and which risk factors they 
considered based on how the individual presented during consultations.  
History Taking 
 
 This is a factor which many of the participants identified as important when working 
with a suicidal individual or one who has engaged in suicidal behaviour prior to being 
assessed by the psychologist. This theme links to other sub-themes which will be discussed 
later, regarding specific factors which raise concern for psychologists when dealing with 
suicidal behaviour. With history taking, the participants described that it is of paramount 
importance for the suicidal individual to be seen as a unique case. Although there are 
certain factors, based on research, that may show an increased or decreased likelihood of 
risk, there was a clear emphasis on the individual and their personal presenting picture 
when considering risk. Participant A described how he tried to categorise suicidal behaviour 
based on various factors but that this could be challenging: “I think initially you’re trying to 
put it into neat little categories and I think it is a lot harder to actually do that”.   
 An article by Burgess, Pirkis, Morton and Croke (2000) reported on a comprehensive 
clinical audit of users of psychiatric services who committed suicide between 1989 and 1994 
in Australia. The audit included 629 patients whose cases were used as samples. When 
investigating preventability the authors found that poor assessment of current functioning 
and poor history taking accounted for 11 and 10 percent of preventable cases respectively. 
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Interestingly, a study by Hall, Platt and Hall (1999) that investigated risk factors for suicide in 
100 patients who made severe suicide attempts found that if one were to obtain a history 
from individuals in the emergency room who presented with transient, non-affect-laden 
suicidal thoughts before the time of the attempt, it would not have been a useful predictor 
of a future suicide attempt.  
 In this study however, most of the participants acknowledged the importance of history 
taking when dealing with suicidal individuals. There was some variation in which factors 
they judged to be more indicative of potential risk. Participant A suggested that individuals 
with a personality disorder or traits thereof as a co-morbid diagnosis may need a more 
thorough investigation: “I think personality definitely, when there’s comorbidity”. Participant 
B stated something similar but suggested that “in the setting that we are in it is a 
combination of both” (personality disorder and pathology).  Taking context into account, 
participant D suggests that for her an important understanding of the social environment of 
the individual is very important as this is often the trigger for suicidal behaviour. She stated: 
“I will definitely say social, I work in the public sector, so social issues, social problems, and 
social stressors are the main triggers”. Implicit in this statement is be the assumption that 
certain challenges and possible “triggers” may be due to socio-economic status and milieu. 
Research conducted by Meel (2003) on the determinants of suicide in the Transkei sub-
region of South Africa found that among the participants in the study the most common 
determinant of suicide was financial difficulties. Moreover, the same study found that 
unemployment, alcohol abuse, and poor state of health were interlinked and caused a 
vicious cycle which often leads to further social issues such as family disharmony, and poor 
marital and social relationships. This suggests that in certain rural areas of South Africa 
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there may be a tendency to move towards suicidal ideation should social issues become 
unbearable, further emphasising the importance of adequate history taking to uncover the 
influence of these burdens on the individual.  
Defining Suicidal Behaviour: Ideation versus Intent 
 
 In an attempt to describe the level of risk or to identify suicidal behaviour, all of the 
participants differentiated between suicidal ideation and intent to engage in a suicidal act. It 
can be said that this distinguishing factor is one most professionals use when attempting to 
estimate the level of risk. Linking this to the sub-theme discussed above, it is clear that one 
would need a comprehensive history to ascertain whether what was being expressed at the 
time warranted naming this intent as opposed to ideation. Furthermore, considering the 
aim of this study, it could be hypothesised that, being able to effectively define suicidal 
behaviour would mean that a psychologist will appropriately deal with such behaviour 
based on their interpretation of risk and thus increasing the psychologist’s self-efficacy.  
What makes understanding the suicide so complex is that in order to study it and the 
factors which relate to it, we have to rely on self-report, which is limited, as most individuals 
do not know their own minds (Nock, Park, Finn, Deliberto, Dour, & Banaji, 2010). The same 
authors also state that measuring suicidal thoughts is difficult due to the fact the individuals 
may want to avoid intervention and thus may conceal or deny suicidal thoughts. It could 
then be hypothesised that even if individuals were to express suicidal ideation to a 
psychologist, they may not label it as intent as the individual may be diminishing the degree 
of ideation.  
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 Participants also spoke about suicidal behaviour as the broader concept which they 
defined in different ways. Participant A was comfortable stating that for him it was difficult 
to define suicidal behaviour and that some acts which are interpreted as suicidal behaviour 
by other professionals he did not perceive in the same way. He suggested that behaviours 
where one would be “putting yourself at critical risk” through self-harming acts, he regarded 
as suicidal behaviour. He stated: “I’m not sure, I think probably … acts or gestures of self-
harm where you are at risk of killing yourself” 
 Participant B stated that:  
I think suicidal behaviour would be someone who based on personal … or other 
circumstances, find themselves that there is no reason to live anymore. They have looked 
at all the other resources that they think they have and the solution is that they would 
check out of life. 
 This participant suggested that he evaluates suicidal behaviour based on intent to die. 
He further stated that he did not consider self-harm as suicidal behaviour but that this form 
of behaviour could also form part of suicidal behaviour. He stated: “there are different types 
of self-harm … I think self-harm in itself I would not consider… as a suicidal behaviour but I 
think it can be part of someone’s suicidal behaviour.” 
 Similarly to participant B, participant C defined suicidal behaviour in terms of intent. For 
him he tried to separate suicidal behaviour from behaviours which may be behaviour aimed 
at getting attention - “You know, I think I would separate it from, you know, … suicidal 
behaviour from … those sort of comments of life not being worth living, just to get attention 
kind of comments”. This participant further went on to state that for him suicidal behaviour 
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concerned “the moment that they made some kind of action consciously that would 
knowingly endanger their own lives”. 
 Participant D: “Suicidal behaviour is when you attempt suicide …. But that’s different 
from suicidal ideation when you think about it. Behaviour would be attempt.” This 
participant went on to state that for her that even when an individual went  so far as to 
verbalise having a plan about how they may successfully complete suicide, it was still not 
suicidal behaviour in her opinion. She stated: “You can have a patient with ideation and 
intent … and even with a plan, but they don’t make an attempt, I mean it wasn’t 
behaviour.… They were presenting with tendencies.” 
 Participant E defined suicidal behaviour as the actions of an individual “trying … 
different ways of trying to take their lives” “when the person just doesn’t want to live 
anymore”. Acts such as cutting she referred to as “para-suicidal”.  This participant like other 
participants above viewed suicidal behaviour in terms of intent when differentiating suicidal 
behaviour from other similar forms of behaviour: “I guess the intent to”. “For me, cutting, 
depends obviously if they’re slashing their wrists with the attempt of dying, then I would say 
it’s suicidal …. But just self-mutilation, I think, is a different kind of thing.” 
 Participant F shared the sentiments of most of the participants who described the 
complexity of defining suicidal behaviour. For her suicidal behaviour “starts with a wish to 
die”. She stated that at that point she started to question whether the client was “just 
looking at ideation” or “are we looking at the intent to actually take one’s life”.  For this 
participant it could be said that suicidal behaviour included ideation and that it is not only 
labelled as such when there is an active behaviour aimed at ending one’s life like some of 
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the other participants stated. She went on to speak about the complexity of defining suicidal 
behaviour when working as a clinician and needing to intervene when said behaviour was 
identified: 
I think that it is probably very important for a clinician to know that because I want to 
 harm myself, it doesn’t necessarily mean I am planning to die. And I think, sometimes, 
 we tend to oversimplify it, or we tend to like the extreme, because we are nervous of the 
 complexity and so ...  you have got to keep in mind the complexity, which is even though 
the person might not want to die and they might just want to harm themselves on some 
sort of self-punishing introject, it can still end their life, even though it might not have 
been their intention.  
Identifying Red Flags 
 Another prominent sub-theme which the participants expressed in dealing with suicidal 
behaviours is the importance of identifying factors which may increase the risk of suicidal 
behaviour. The participants drew upon their acquired factual knowledge as well as first-
hand experience in order to identify potential ‘red flags’ pointing to suicidal behaviour. 
Literature suggests numerous risk factors one should take into account when assessing for 
potential suicide. Tishler and Reiss (2009) described inpatient suicide and how this could be 
prevented. They made a distinction between the risk factors of inpatient psychiatric patients 
and risk factors of inpatients in general hospitals. This distinction is an important one and 
again emphasises the importance of considering each case as unique as mentioned in the 
first sub-theme. The differences between the two contexts is summarised in the table 
below:  
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Table 7 Suicide Risk Factors in Psychiatric Units versus General Hospital Units 
Psychiatric Unit/Hospital General Hospital Units 
Young, single male Patients recovering from a suicide attempt  
Diagnoses of depression, schizophrenia, 
personality disorders, dual diagnosis, and/or 
psychotic symptoms 
Patients experiencing delirium and/or dementia  
associated with agitation and impulsivity 
Admission due to attempted suicide and/or 
displays of suicidal ideation 
Patients who are overwhelmed by their chronic 
or newly discovered medical illnesses 
History of suicide attempts and mental illness Older males 
Family history of mental illness and a first 
degree relative who completed suicide 
Unemployment and poor relationships are 
current stressors 
Patients dealing with high levels of perceived 
stress brought on by factors such as poor 
relationships with staff and family, divorce, 
bereavement, loneliness, loss of function, loss 
of financial independence and poor prognosis 
with the prospect of certain death 
  
Note. Adapted from: Tishler, C., & Reiss, N. (2009). Inpatient suicide: Preventing a common sentinel event. 
General Hospital Psychiatry, 31(2), 103-109. doi:10.1016/j.genhosppsych.2008.09.007  
 
 Most of the factors listed above support the factors identified in the literature review 
chapter as discussed by Brown, de la Pane and Bongar (2004) after they interviewed 321 
psychologists who were actively involved in the assessment and treatment of suicidal 
individuals and who listed 36 risk factors.  The current study’s participants all identified 
factors which they used as ‘red flags’. All the factors mentioned by the participants ranging 
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from gender to previous attempts and substance abuse overlap with the literature discussed 
in this chapter, as well as the literature review chapter.  
Participant F described that in her practice when an individual mentions that they are 
depressed, this was already a red flag for her and she would then assess for potential 
suicide:  
… the thing with suicide is they don’t necessarily come with – I want to die. They come 
 with – I am so depressed …. So I think the minute a person says ‘depressed’, I’m ready. I 
 know I must assess for suicide. 
 She went on to discuss that she had learnt to be upfront and direct about suicidal 
behaviour and not to wait for the client to bring up the topic  and was of the opinion that it 
is the responsibility of the clinician to always have the possibility of suicide in mind when 
working with certain clients.  
Participant D described that in her experience ‘red flags’ would be “when they’ve got a 
plan” and “they’ve got access to the tools”. Whereas participant C stated: “If there has been 
a previous attempt, particularly a previous attempt that was only by a chance thwarted”. 
Participant B mentioned that for him the importance of identifying these ‘red flags’ or 
risk factors was because one needed to assess risk objectively and not base the level of risk 
solely on what the patient verbalised to the professional. He stated: “for someone who is 
intent on killing themselves and they are high functioning enough, they will know what kind 
of answers to give to certain kinds of questions”. This participant further discussed how in 
his experience it was important to use the knowledge one had of risk factors to make a 
decision about risk and that if one were to look at only one factor the level of actual risk 
may be overlooked: “like research shows that people who have depression, once they decide 
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to commit suicide, all of a sudden people will think they are okay, because they have made a 
decision”.   
Reasons for Suicidal Behaviour 
 The final sub-theme in this section discusses the reasons for patient suicidal behaviour 
as perceived by the participants based on cases they had encountered or the general 
opinion they had formed based on their experiences. The reasons or aetiology of suicidal 
behaviour given by the participants ranged from mental illness to communication issues. 
Considering the models proposed in order to understand suicidal behaviour, most of the 
participants appeared to lean towards the bio-medical model, which states that suicidal 
behaviour is due to psychiatric illness: “… if they are exceptionally depressed…” (Participant 
F)  
Some of the participants reported that suicidal behaviour can be used as a form of inter-
personal communication to signal distress, call for help or regulate the behaviour of others.  
In this context they spoke of suicidal behaviour being a goal directed behaviour which was 
strategically employed by individuals for particular reasons. Implicitly the participants 
seemed to acknowledge that suicidal behaviour is performed within the context of a 
network of relationships and thus that the problem was at an inter-personal level. One of 
the participants (participant E) stated that this had been particularly evident in adolescent 
females that she had worked with: “I see a lot of school-going girls trying to commit suicide 
…. Who are just going to show their parents out of spite”.  
Consistent with this idea that suicidal behaviour may be due to external environmental 
factors, was the perception expressed by some participants that individuals sometimes 
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engage in suicidal behaviour because they found themselves in an intolerable situation 
where social support was often not available when the individual needed it, which lead to 
suicidal behaviour: “I think when that’s absent, it’s worrying … the social support” 
(Participant A). Participant F emphasised the importance of considering contextual factors 
of the individuals they saw when trying to make sense of suicidal behaviour or the reason 
therefor: “… you need to think contextually, ‘where is this person?’…”. 
Furthermore, the view that individuals may be pushed into suicidal behaviour due to 
situational factors in their broader context “where there’s a lack of those community 
resources” (Participant A) needed to be acknowledged. The perception that suicide is driven 
by environmental factors may suggest that psychologists may have little power to prevent 
suicides since they intervene at the level of the individual and have no direct influence over 
the broader macro-environment in which individuals live.  
Consistent with the idea expressed by the participants that suicidal behaviour may be 
situational is the perception that suicidal behaviour may be employed as a way of escaping 
or reducing psychological pain. Some participants noted that individuals might engage in 
suicidal behaviour not because they were thinking about death but rather because death 
was seen as a way out or escape from the present moment. Participant E stated: “they don’t 
really want to die …. It almost like – I don’t want to live at this moment”. 
Theme 2 – The Management of Suicidal Behaviour 
 This theme can be seen as one which follows logically from the previous one. Once 
psychologists had identified suicidal behaviour using the various means discussed above, 
they needed to intervene in some way. This theme discusses some of the ways the 
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participants attempted to manage the suicidal behaviour of individuals. The discussions 
related to the management of suicidal behaviour are done so using the sub-themes. 
Namely, efficacious management of suicidal behaviour using certain professional attributes 
and practices; discussing the support systems identified by the participants for their patients 
and lastly, how they intervened with the majority of at risk individuals. 
Psychologist’s Approach to Management of Suicidal Behaviour  
Therapeutic engagements. 
 The participants all described their unique experiences of working with suicidal 
behaviour as well as with the individuals engaging in such behaviour. However, as unique as 
the cases and the experiences described by the participants were, there was overlap with 
some of the personal qualities they identified to be assistive when working with this 
population of individuals. There was no clearly defined literature which describes or lists 
attributes psychologists should specifically possess when working with suicidal behaviour 
and thus no comparison with literature could be made from this sub-theme. 
  Nearly all the participants stated that simply listening and making the suicidal individual 
feel heard appeared to be the most helpful to that individual. Participant E described that in 
her experience, a psychologist needed to provide a space in which the individual who 
engaged in suicidal behaviour could experience a relationship which was different from their 
usual interpersonal relations which may have contributed to them being suicidal in the first 
place. For this participant, listening was important, because when one listened one showed 
the individual that you were attempting to understand. She stated:  
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Most helpful is just listening to them, trying to understand what they’re going  
 through. Because often it is the people feeling, especially with the younger girls, you 
 know, they don’t feel like they’re being listened to or that they’re being understood, and 
 yes, so, I think listening and trying to understand. 
Participant A also described a similar experience of being listened to and for the suicidal 
individual to perceive that they are acknowledged seems to be the most helpful to them. He 
reported: “I think, simple things. Being listened to … I think there’s two, and the one side of it 
is … that they perceive as being helpful, is being acknowledged”.  
 Some of the participants mentioned similar alternatives to listening. Participant D stated 
that in her experience the most helpful to suicidal individuals was providing them with 
validation: “I’m going to be very frank now. I think its validation”. She went on to explain 
that validation showed empathy and an experience of having someone “understand …. Can 
be very liberating for them” and that from this “they experience relief”. In her words:  
 … Validation. Like, not denying the experience, not reframing it. Just feeling what they’re 
 feeling, acknowledging it. Yes, and just taking them very seriously, and you know, 
 showing your empathy for them. Because, yes, when they start to feel heard and that 
 what they are experiencing is real, and it’s fine, someone can understand it …. That can 
 be very liberating for them. They experience relief. 
 This aspect of managing suicidal behaviour suggests that at that given point in an 
individual’s struggle, the humanistic therapeutic approach was beneficial: allowing the 
suicidal person to feel connected to others provided a level of comfort and perhaps allowed 
them to regain hope for a period thereafter. These characteristics and means of engaging 
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with a suicidal individual encompass many of the qualities expected of a professionally 
trained psychologist. It could be hypothesised that if we were to solely use this aspect of a 
psychologist’s training to assess whether a psychologist felt able to competently deal with 
suicidal individuals, all of the participants would have reported that they felt competent. 
This forms part of a multitude of aspect which starts to answer one of the objectives, 
namely, describing factors which may have led to psychologists being equipped to 
competently deal with suicidal individuals which all of the participants of this study 
verbalised to be. 
Follow Up Appointments and the Use of Anti-Suicide Contracts 
Once psychologists have provided containment to individuals who are expressing 
suicidal ideation or have engaged in suicidal behaviour, psychologists need to intervene in 
some manner. All of the participants agreed that the decision making process around 
intervention involves considering numerous factors, such as the working context, availability 
of resources, and level of risk as judged by the psychologist. One participant stated that for 
her using follow up appointments in her context worked well. She did these telephonically 
at times due to her of having to rotate through many clinics. She stated: “I do telephonic 
follow-ups with them because sometimes I might have done a clinic last week and I’m the 
only one going again in a month” (Participant E). 
 Participant A stated that for him, it was settling to know that he was able to schedule a 
suicidal individual for a follow-up appointment or refer to another professional: “I think it’s 
also about the services- if there’s the follow-ups and stuff, whether there is somewhere to 
refer someone to, I think that settles me”. When later discussing what made him 
comfortable working with suicidal behaviour, he mentioned that having resources available 
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made him feel better equipped to deal with said behaviours: “having all the referrals 
available. I think it’s what I’ve said before but basically that the services are there”. 
 Participant E also spoke about how important follow up appointments were for 
individuals displaying suicidal behaviour based on her experiences. It provided them with 
some comfort.   
 I think that follow-up appointments are so so important with someone that’s presented 
 with, you know, with some suicidal risk. It just provides them with the predictability, 
 knowing that they are going to be back in my office in a couple of days or in a week of 
 whenever. 
 The majority of participants discussed their thoughts about contracting with individuals 
who were suicidal based on their experiences. These included verbal and written anti-
suicide contracts. Some of the participants described anti-suicide contracts as serving the 
psychologist more than the patient in terms of potential legal and ethical implications. 
Bantjes and Van Ommen (2008) also state that the use of anti-suicide contracts may provide 
the clinician with legal and ethical protection. Most of the participants also stated that they 
were unsure about the effectiveness of using anti-suicide contracts. The participants stated 
that the commitment made when using the anti-suicide contract should rather be used as a 
tool to create a stronger interpersonal connection with the suicidal individual. This is a 
helpful function during the interim for those suicidal individuals who may have to go onto a 
waiting list before being able to see a psychologist for therapy. 
 Participant A stated: 
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  Ja I’m not sure. I think it depends … I think the important thing with the anti-suicide 
 contract is the process that you go through with the person and then commitment that 
 you’re getting from them. So I think sometimes the anti-suicide contracts are to cover a 
 person’s back, rather than what it’s intended for. If it’s a commitment and to ensure that 
 the patient comes to the next session. 
 Participant E also stated being unsure about how effective anti-suicide contracts were 
and stated that she did not utilise them as a tool when working with suicidal individuals: “I 
actually don’t, [in response to the question of whether she uses anti-suicide contracts], I’m 
not sure if it really actually, if it works”. She went on to describe what could possibly be 
interpreted as a form of verbal contracting with a patient in which the relationship became 
the greatest predictor of faithfulness to the ‘contract’: “I try to enter some kind of … I would 
rather have the relationship with them and try and show them that it’s important for us to 
help them”. 
 Participant C was the only participant who based on his experiences spoke positively 
about anti-suicide contracts and their value for keeping a suicidal individual alive as opposed 
to it being a tool to enable the therapeutic alliance. He stated: 
  … you’re always going to wonder what they’re actually going to do, whereas if you 
 actually have a definite piece of paper, their name, and a telephone number and even a 
 next appointment, it made a big difference. Well I felt it did, I think it made a big 
 difference. 
 A data base search into the use of anti-suicide contracts and its effectiveness yielded a 
very poor return internationally and no literature of this nature could be found for South 
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Africa. Bantjes and Van Ommen (2008) report that the using anti-suicide contracts to 
effectively reduce suicide risk is not universally accepted and that it may actually be 
associated with increased self-harm (Joiner, 2005 as cited in Bantjes & Ommen, 2008). The 
same authors suggest that despite this, these contracts may be a powerful symbolic gesture 
of the agreement between a client and therapist to work together to avoid self-harm, which 
echoed the sentiment shared by the participants of the current study.  
 Identifying Support Systems 
 This sub-theme was frequently mentioned by the participants. Not only because 
identifying ways to assist a suicidal individual beyond the psychologist’s office is part of an 
intervention strategy, but also because a suicidal individual needs a support structure in 
order to overcome his or her current period of struggle. 
 All but two of the participants were working in the public sector at the time of the 
interviews, which meant that identifying support structures were needed. This is because 
the type of individual they were dealing with meant that they were mostly unable to access 
private hospitalisation or programmes for immediate ongoing support. This meant that if 
individuals were not deemed to be of imminent risk with potentially fatal consequences, 
they were referred to support systems such as out-patient psychiatric clinics or to 
organisations such as Lifeline. Participants also mentioned that having a support system 
available to them as professionals was a factor that added to how comfortable and 
confident they felt when working with suicidal individuals. Participant A said: “… is there 
going to be a psychologist at the clinic … I think for the therapist who’s referring it’s very 
important to feel confident that this person’s gonna be alright”. The same participant also 
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reported that he believed it was important that there were psychiatric services available at 
the clinic the individual is referred to: “you know they need something and that it’s 
important to have the psychiatric services at the clinic”. This participant spoke extensively of 
support systems based on his experiences, and that besides the availability of psychiatric 
services, he also reported that the long waiting period at the clinics for psychological 
intervention could lead to irritability which may inflate the risk: 
The problem is, I think, is the waiting time that it takes to access these services …. Yes I 
 mean especially with someone who is quite a high risk, that the waiting period and 
 irritability associated with that could inflate the risk a bit more.  
 Another participant spoke of how he would feel very uncomfortable if he as the 
psychologist was the only person the suicidal individual had available for support.  
I would be very uncomfortable if I was the only person that they had as a person they 
 discussed it with. So because then you know even if I am available for that, it means that 
 they haven’t successfully built up a support system themselves (Participant E). 
Procedures for at Risk Individuals 
The previous sections of this sub-theme dealt mostly with interventions with individuals 
who were not judged to be of immediate high risk and dealt with suicidal behaviour more 
generally. The current sub-theme discusses the experiences of the participants regarding 
their interventions with individuals who they considered imminent risks.  
All of the participants stated that when they encountered an individual who they judged 
to be a high risk, they would hospitalise the individual. This was done either through 
 EXPERIENCES OF PSYCHOLOGISTS DEALING WITH SUICIDAL BEHAVIOUR 
  
71 
 
voluntary or involuntary admission. Of all the intervention options, the participants were 
able to define this intervention strategy with much clearer and more definitive language. 
This very clear intervention strategy suggests that psychologists take their ethical 
obligations towards their patients seriously and illustrates how the exosystem discussed 
previously influences these professionals, who are governed by the HPCSA. They are 
required to practise in accordance with certain rules and regulations which, at times may 
seem to override therapeutic considerations during times of risk: “your ethical obligations 
rather than actual therapeutic focus” (Participant C)  
Participant A stated: “if you receive the patient and you decide that there is risk enough 
to admit someone voluntary or involuntary, then you do have these inpatient facilities where 
someone can be observed”. 
  Participant F spoke about how for her personally, she would rather be over cautious 
than lose a patient to suicide. If she suspected suicidality, she would without hesitation offer 
the patient the option of hospitalisation. She also spoke about how she thought it very 
dangerous for clinicians to think they were “all powerful” and only offered some patients 
hospitalisation. For her, it was also important that patients know their options, and that she 
as the professional was able to discuss the possibilities with those whom she treated so that 
they would not feel left stranded when she was unavailable and they desperately needed 
intervention. She stated: 
 … because I’m in private practice -actually even if I wasn’t, I always - and this shows you 
 my over-caution and that’s fine and I can live with being over-cautious.. I always give the 
 patient the option of hospitalisation.  Always.  Hospital for me is not a last option.  It is 
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 even in the beginning of the process.  I will say to a patient “Do you need, could you 
 benefit from hospitalisation?”  So I talk about hospitalisation not as a last option, not as 
 a stigma thing, not as “oh my word now you have to go to hospital”. I talk about 
 hospital as it’s always an option.  Always.  Even in the beginning.  Even if you’re just 
 moderately depressed, I put it on the table.  And the reason why I put it on the table is 
 not because I think all patients need to go to hospital.  This idea that I must treat 
 someone in isolation is also the biggest mistake we can make as clinicians is to think that 
 we’re all powerful and that the patient must only depend on me.   I think it’s a very 
 dangerous line to walk.  So when a person in depressed, I must let them know that they 
 mustn’t rely on me only.  I must let them know that there are many options and there is 
 many multi-layered reasons why I do that.  One of them is because (a), I don’t want to 
 be stuck with this person phoning me at two in the morning and I’m sitting on holiday 
 somewhere.  And then I have got to run around trying to convince them to go to a place 
 that we haven’t even discussed before.  So I’ve learnt to not make myself like 
 omnipotent in the sense that this is you and me in isolation in a boat in a storm.  
Theme 3 – Preparing Psychologists for Their Roles 
 
 The third theme which was extracted from the data is one which overarches aspects of 
training regarding the management of suicidal behaviour.  This theme also satisfies the 
objective of identifying and describing training or knowledge psychologists wish they had 
acquired before encountering a suicidal individual. Based on the experiences discussed by 
the participants, four sub-themes were identified. The first looks at the discrepancy in 
training between theoretical knowledge provided in masters training and what is 
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encountered practically. The second discusses where psychologists gain their knowledge 
and skills which fundamentally involved experiential training and on the job exposure. The 
next sub-theme deals with the importance of supervision in conjunction with exposure to 
real life case work. These sub-themes also enable discussions about the factors which 
psychologists identified to increase their confidence when dealing with suicidal behaviour.  
A Discrepancy in Training 
 This sub-theme deals with a perceived difference between theoretical knowledge and 
real world experience as identified by the participants. Although, most of the participants 
felt that they had received a sound theoretical base from which to understand the 
phenomenon of suicidal behaviour, they also experienced that once they started working 
during their internship they found that their theoretical knowledge did not reflect what was 
occurring in reality. Two hypothetical reasons for this are that either the theoretical 
knowledge of suicidal behaviour taught by the training universities differs across the 
different geographical and institutional contexts as most of the relevant training literature is 
based on European or American sources. Or, the discrepancy could be due to the dubious 
and unpredictable nature of suicidal behaviour. Overall, the participants all felt that their 
training during their master’s degree at their university was more than adequate to deal 
with suicidal behaviour. However, most of the participants felt that the most significant 
learning occurred in their second year of masters or their internship year and commented 
that their first year of their master’s degree had not provided much training with regards to 
dealing with suicidal behaviour 
 Two of the participants described on the basis of their own experience at the university 
where they were trained in comparison to psychologists trained at other universities, that 
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they felt that their masters training had equipped them better than psychologists trained 
elsewhere.  Participant A particularly perceived that his risk assessment training was 
superior to that of his colleagues from other universities. He stated: “you know like if I 
compare myself to, or if I compare our training to other training, some people aren’t always 
trained in doing a thorough risk assessment and it’s something they learn later on”. 
 While Participant B stated:  
 … I look at my other colleagues who have done training at other universities and I get a 
 sense that they did not get prepared … obviously you can never be overly prepared, but 
 the experiences that we get put into at (name of training institution) make us actually 
 quite prepared. Yes they may be new but when I look at other interns and counsellors 
that I have worked with, they still struggle, even now. Whereas I feel because of the training 
that I have received I mean I know what to do. 
  In terms of his first year masters training, Participant C described that he had not 
received much suicide related training: “there was very little in the M1 year to be honest”. 
He went on to describe that there were two occasions during the training year in which 
suicide related worked was covered which included a traumatology and professional ethics 
workshop. He stated: “and I remember we did trauma and that is the only time it really 
came up in terms of risk assessment …. And it was in ethics”. 
Source of Knowledge and Skills 
 Frequently during the interviews the concept of book knowledge versus experiential 
knowledge presented itself with most of the participants stating that the bulk of their 
learning about suicidal behaviour had come from experience. This was reported to be due 
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to the discrepancy of what they learned through experience which did  not match that 
which they had learned by means of theory and thus they may have discarded much of that 
‘book knowledge’. Alternatively, the population group might present in a way that is 
different to literature due to fact that most literature is based on European or American 
samples. 
 It was very clear from the data collected, that the participants felt that in order to learn 
to deal with suicidal behaviour and to build their knowledge base and skill set, that they had 
to work with suicidal behaviour after gaining theoretical knowledge. Participant E stated:  
  … there is that course crisis intervention that we did in M1 though. Although it is not 
 really practical, but the way it is structured … then you add on. I think for me I out it as a 
 puzzle … it is not one thing, it is all the little things that we got trained in, and how they 
 come together. And then you get to a place like (name of psychiatric facility) then you 
 realise  okay I am adding more to the knowledge so I think more a level of, it’s book 
 knowledge,  but also experience. You learn along the way – what to add and what to 
 take away. 
 Participant C also believed that working in a particular setting provided the best 
knowledge and skills to deal with suicidal behaviour. He stated: “shadowing at (name of 
hospital) it was I suppose the most concrete and helpful in terms of what you do” 
  It was quite clear from the interviews that most of the participants favoured their 
internship training as opposed to their theoretical training year when it came to learning 
how to deal with suicidal behaviour. 
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Supervision and Exposure  
 Another important sub-theme that dealt with the acquisition of skills in order to better 
manage suicidal behaviour, or aimed at increasing psychologists’ confidence to work with 
such behaviours, was supervision and exposure. A number of the participants described 
their preference for supervision as opposed to theoretical training to better understand 
suicidal behaviour. Another important aspect to supervision which seemed to be assistive to 
psychologists was being able to receive guidance on working with suicidal behaviour in a 
specific context from their supervisor. It also helped when they had a specific case they 
could, together with their supervisor, discuss in order to maximise their learning on how to 
deal effectively with suicidal behaviour.  
 One of the participants spoke about how she felt the context in which she was working 
played a significant role in increasing her ability to deal with suicidal behaviour due to 
having been exposed to it so frequently. She stated: 
 … that for people, counselling psychologists, you know who don’t have the opportunity 
 to go for instance to (name of psychiatric facility) as an intern, because there … also 
 have that at (name of hospital) for instance … prepares you a lot for that kind of person 
 or the situation (Participant E). 
 Another participant also spoke about how much her supervisor assisted her in learning 
about suicide related assessment and dealing with such behaviours: “I don’t actually recall 
like a workshop on it, but my own supervisor, she gave me some practical assessment tools 
which I still keep with me” (Participant D).  
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 Conversely, participant E indirectly spoke about the role of supervision in learning how 
to deal with suicidal behaviour and how important this aspect of training was. In her  
experience of having to consult with supervisors about suicidal behaviour, whom in her 
perception do not do a lot of therapeutic work as they are mostly involved in academia, as 
disadvantaging training psychologists wanting to learn how to deal with suicidal behaviour. 
She also elaborated on the importance of being exposed to suicidal behaviour in order to 
learn. She stated: 
 I think it may be the lecturers also, you know, I felt that sometimes at (name of 
 university), because the lecturers themselves aren’t in practice, or their practice is such a 
 small part … you can’t always talk to them about their experience (Participant E). 
And added that: “I think exposure is almost the most helpful, because you know how 
different people and different their cases can be from one to the other” 
 Participant B also agreed that exposure acted as a source of learning and identified that 
for him personally, exposure to the long term management of suicidal behaviour was lacking 
during his training. 
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Chapter 6 
Conclusion 
Overview of Study  
 The current explorative qualitative study used semi-structured telephonic interviews to 
gather data. The study consisted of a purposive sample of six clinical psychologists who all 
received training for the same degree at same university and who graduated between the 
years 2011 and 2015. Four of the six participants currently work for the public health system 
at either a government hospital or a community clinic. The remaining two participants work 
privately with some parastatal work as well.  
 In attempting to identify and describe the main aim namely, the experiences of newly 
qualified psychologists dealing with suicidal behaviour three themes and ten sub-themes 
were extracted. Describing their experiences, the participants all shared information about 
their training experiences and work with individuals who had engaged in suicidal behaviour 
and the first theme which was extracted showed the importance of being able to 
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appropriately recognise various factors which may indicate suicidal behaviour. Furthermore, 
it described newly qualified psychologists’ ability to recognise potential suicidal behaviour 
which allowed them to appropriately intervene. The sub-themes highlighted the ways in 
which this sample of psychologists could recognise potentially harmful behaviour and the 
means they use to do this. The sub-themes which were discussed included aspects such as 
in-depth history taking, defining suicidal behaviour which often required the differentiation 
between suicidal ideation and intent and how to operationalise this definition. Lastly, red 
flags alerting psychologists to potential suicidal behaviour were discussed. 
 The second theme described the way they intervened once the identification of suicidal 
behaviour had taken place. The theme discussed aspects related to the management of 
suicidal behaviour. The discussion related to the second theme dealt with the sub-themes, 
efficacious management of suicidal behaviour through the use of certain professional 
attributes and practices. Thereafter the importance of support systems for patients was 
discussed, ending with the various methods they used to intervene with those patients who 
were most at risk. 
  The third and final theme described aspects of training the psychologists received in 
order to deal with suicidal behaviour. Based on their experiences, four sub-themes were 
identified. The first examined the discrepancy in training between theoretical knowledge 
provided during masters training and what was encountered practically. The second theme 
discussed where psychologists gained their knowledge and skills which fundamentally 
related to their experiential training and on the job exposure. The next sub-theme dealt 
with the importance of supervision and exposure to real life case work. Overall, the 
participants all expressed a willingness and confidence in dealing with suicidal behaviour.  
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Limitations of the Current Study 
  
 A major limitation as perceived by the current researcher was that the study had not 
been able to include the voices and experiences of any counselling psychologists. This was 
due to the fact that none of the counselling psychologists who were invited volunteered to 
participate. This means that all the participants were clinical psychologists who completed 
their training in hospital settings which meant that for the most part they would associate 
suicidal behaviour with mental illness, simply due to the experiences they may have had in 
their working context.  
 Due to its qualitative nature and the fact that the study was based on a small purposive 
sample selected by the researcher, the results cannot be generalised to the entire 
population of professional psychologists locally or internationally. Instead, the study 
portrayed a picture of newly qualified South African clinical psychologist’s experiences of 
dealing with suicidal behaviour who were trained at an Eastern Cape university during the 
years of 2011 through to 2014.  
 In terms of demographics, the study included one black participant and five white 
participants which do not represent the population demographics of South Africa. Similar 
suicide related studies in the future should include a more nationally representative 
proportionate sample which will allow for a greater diversity of perceptions and experiences 
and which could include cultural aspects of the broader South African population.  
Recommendations for Future Research 
 Suicide related research in South Africa is sparse, particularly qualitative research and 
research investigating the work contexts of newly qualified psychologists in dealing with 
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suicidal behaviour. For this reason the researcher believes that there is a dire need for 
suicide related research that aims at understanding this phenomenon instead of merely 
providing correlations or descriptive statistics. 
The current study focussed only on newly qualified psychologists who were trained at the 
same university. It will be interesting for future research to investigate a wider sample of 
participants who trained at various universities in South Africa and also those who have 
been working for a longer period of time to determine and compare their ways of dealing 
with suicidal behaviour to those identified in relevant current published literature.  
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Appendix A 
Potential Interview Probes 
1. Can you explain the context you are currently working in and the type of clients you most 
frequently encounter in this context? 
2. Based on the experiences you have had professionally, or personally, how would define 
suicidal behaviour? 
3. How frequently do you encounter suicidal behaviour in your current context? 
4. How do you feel about working with suicidal behaviour? 
5. In your experiences of working with suicidal individuals, what has appeared to be most 
helpful to them and most reassuring to you as a professional? 
6. In terms of your personal experience, what suicidological training would you have liked 
to have had in your masters training that you feel might have made you comfortable in 
dealing with an individual who engages in suicidal behaviour. 
7. What information would be helpful to you in order to make you more comfortable when 
dealing with suicidal behaviour? 
8. How do you determine suicide risk or what makes you comfortable to send someone who 
may be suicidal out of your office? 
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9. If you believe a client is planning to fatally harm themselves, how have you dealt with  
 this? 
10. What about suicidal behaviour makes it difficult to assess correctly and what has been 
the most accurate indicator of suicidal behaviour, based on the experiences you have had 
personally and/or professionally? 
 
Appendix B 
Participant’s Informed Consent Form 
 
RESEARCHER DETAILS 
Title of the research project Experiences of Newly Qualified South African 
Psychologists Dealing with Suicidal Behaviour  
Researcher Ryan Cramer 
Contact telephone number  041 504 2330 
 
1. DECLARATION BY PARTICPANT 
I , the participant  Full name 
ID number  
was selected to participate in the above mentioned research project which is undertaken 
by Ryan Cramer of NMMU. 
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2. AS A PARTICIPANT THE FOWOLLOWING ASPECTS HAVE BEEN EXPLAINED TO ME BY 
THE RESEARCHER BEFORE CONSENTING TO PARTICIPATE (Please tick) 
2.1 Research aims 
2.2 Procedures 
2.3 Any possible risks 
2.4 Research benefits 
2.5 Confidentiality My identity will not be revealed in discussion, description or 
publication and all material will be stored on password 
protected devices. 
2.6 Access to findings I would like a copy of the findings 
       Yes         No  
2.7 Voluntary 
participation 
/discontinuation 
I participate voluntarily 
        Yes                No  
  I am able to decide when I want to discontinue with the 
research process, knowing that I will not be penalised in any 
way. 
        Yes                No    
3.  Participation in this study will not result in any additional cost to myself. 
3.  IMPORTANT MESSAGE TO PARTICIPANT 
Thank you for your willingness to participate in this study. Should during anytime of the 
study an emergency arise as a result of the study or you may need any further 
information please contact: 
Ryan Cramer 
Contact number 082 733 2481 
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Appendix C 
Email to Potential Participants 
Dear Colleague, 
My name is Ryan Cramer, a current student of the NMMU Psychology Department 
completing my Master’s degree in Clinical Psychology. As you may know this degree entails 
a research component, which brings me to the reason for this email. 
As a psychologist who has graduated from NMMU you qualify for the current research 
study. I will be conducting a study exploring the Experiences of Newly Qualified South 
African Psychologists in Dealing with Suicidal Behaviour. My aim with this research is to gain 
an understanding of how newly qualified psychologists make sense of their interactions with 
individuals who engage in suicidal behaviour and the aspects which might influence these 
experiences. The second inclusion criterion is that you must have encountered suicidal 
behaviour as a practising psychologist or community service psychologist. 
If you meet both the above mentioned inclusion criteria and are willing to participate in a 
30-45 minute telephone interview or would like some more information about the research 
study before accepting the invitation to participate, please reply to this email and I will 
contact you. 
Thanking you in advance for your consideration. 
Regards, 
Ryan Cramer 
Researcher 
 
 
 
 
 EXPERIENCES OF PSYCHOLOGISTS DEALING WITH SUICIDAL BEHAVIOUR 
  
95 
 
Appendix D 
National Institute for Health and Care Excellence Guidelines for Self Harm 
Self-harm in over 8s: short-term management and prevention of recurrence 
The Management of Self-harm in Primary Care 
Primary care has an important role in the assessment and treatment of people who self-
harm. Careful attention to prescribing drugs to people at risk of self-harm, and their 
relatives, could also help in prevention. In remote areas, access to TOXBASE (the national 
database of the National Poisons Information Service [NPIS]) may be necessary. 
1.2.1.1When an individual presents in primary care following an episode of self-harm, 
healthcare professionals should urgently establish the likely physical risk, and the person's 
emotional and mental state, in an atmosphere of respect and understanding. 
1.2.1.2All people who have self-harmed should be assessed for risk, which should include 
identification of the main clinical and demographic features and psychological 
characteristics known to be associated with risk, in particular depression, hopelessness and 
continuing suicidal intent. The outcome of the assessment should be communicated to 
other staff and organisations who become involved in the care of the service user. 
1.2.1.3In the assessment and management of self-injury in primary care, healthcare 
professionals should refer service users for urgent treatment in an emergency department, 
if assessment suggests there is a significant risk to the individual who has self-injured. 
1.2.1.4In most circumstances, people who have self-poisoned and present to primary care 
should be urgently referred to the nearest emergency department, because the nature and 
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quantity of the ingested substances may not be clearly known to the person who has self-
poisoned, making accurate risk assessment difficult. 
1.2.1.5If there is any doubt about the seriousness of an episode of self-harm, the general 
practitioner should discuss the case with the nearest emergency department consultant, as 
management in secondary care may be necessary. 
1.2.1.6Consideration should be given to the service user's welfare during transportation to 
any referral organisation and, if necessary, this should be supervised by an appropriate 
person where there is a risk of further self-harm or reluctance to attend other care centres, 
or the service user is very distressed. 
1.2.1.7In remote areas at considerable distance from an emergency department or where 
access is likely to be delayed, consideration should be given to initiating assessment and 
treatment of self-harm in the primary care setting, following discussion with the nearest 
emergency department consultant. This should include taking samples to test for 
paracetamol and other drugs, as indicated in TOXBASE. 
The treatment and management of self-harm in emergency departments 
The emergency department provides the main services for people who self-harm. 
Emergency department staff should assess risk and emotional, mental and physical state 
quickly, and try to encourage people to stay to organise psychosocial assessment. 
1.4.1 Triage 
1.4.1.1When an individual presents in the emergency department following an episode of 
self-harm, emergency department staff responsible for triage should urgently establish the 
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likely physical risk, and the person's emotional and mental state, in an atmosphere of 
respect and understanding. 
1.4.1.2Emergency department staff responsible for triage should take account of the 
underlying emotional distress, which may not be outwardly exhibited, as well as the severity 
of injury when making decisions about priority for treatment. 
1.4.1.3Consideration should be given to introducing the Australian Mental Health Triage 
Scale, as it is a comprehensive assessment scale that provides an effective process for rating 
clinical urgency so that patients are seen in a timely manner. 
1.4.1.4Triage nurses working in emergency departments should be trained in the use of 
mental health triage systems. 
1.4.1.5All people who have self-harmed should be offered a preliminary psychosocial 
assessment at triage (or at the initial assessment in primary or community settings) 
following an act of self-harm. Assessment should determine a person's mental capacity, 
their willingness to remain for further (psychosocial) assessment, their level of distress and 
the possible presence of mental illness. 
1.4.2 People waiting for physical treatments 
1.4.2.1A psychosocial assessment should not be delayed until after medical treatment is 
complete, unless life-saving medical treatment is needed, or the patient is unconscious or 
otherwise incapable of being assessed. 
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1.4.2.2People who have self-harmed should be provided with clear and understandable 
information about the care process, both verbally and as written material in a language they 
understand. 
1.4.2.3If a person who has self-harmed has to wait for treatment, he or she should be 
offered an environment that is safe, supportive and minimises any distress. For many 
patients, this may be a separate, quiet room with supervision and regular contact with a 
named member of staff to ensure safety. 
1.4.3 People who wish to leave before assessment and/or treatment 
1.4.3.1For a person who has self-harmed and presents to services, but wishes to leave 
before psychosocial assessment has been undertaken, assessment of mental capacity and 
the presence of mental illness should be undertaken before the person leaves the service. 
This assessment should be clearly recorded in his or her notes. The assessment should be 
passed on to the person's GP and to the relevant mental health services as soon as possible 
to enable rapid follow-up. 
1.4.3.2People who have self-harmed and present to services and wish to leave before 
psychosocial assessment has been undertaken, and in whom diminished capacity and/or the 
presence of a significant mental illness is established, should be referred for urgent mental 
health assessment. Appropriate measures should also be taken to prevent the person 
leaving the service 
Psychosocial assessment 
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Everyone who has self-harmed should have a comprehensive assessment of needs and risk; 
engaging the service user is a prerequisite. 
1.7.1 Engaging the service user 
1.7.1.1Healthcare workers should undertake the assessment of needs and risk for people 
who have self-harmed as part of a therapeutic process to understand and engage the 
service user. 
1.7.2 Assessment of needs (specialist mental health professionals) 
1.7.2.1All people who have self-harmed should be offered an assessment of needs, which 
should be comprehensive and include evaluation of the social, psychological and 
motivational factors specific to the act of self-harm, current suicidal intent and 
hopelessness, as well as a full mental health and social needs assessment. 
1.7.2.2The comprehensive assessment of needs should be written clearly in the service 
user's notes. 
1.7.2.3To encourage joint clinical decision making, service users and the assessor should 
both read through the written assessment of needs, wherever possible, to mutually agree 
the assessment. Agreement should be written into the service user's notes. Where there is 
significant disagreement, the service user should be offered the opportunity to write his or 
her disagreement in the notes. The assessment should be passed on to their GP and to any 
relevant mental health services as soon as possible to enable follow-up. 
1.7.3 Assessment of risk (specialist mental health professionals) 
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1.7.3.1All people who have self-harmed should be assessed for risk; this assessment should 
include identification of the main clinical and demographic features known to be associated 
with risk of further self-harm and/or suicide, and identification of the key psychological 
characteristics associated with risk, in particular depression, hopelessness and continuing 
suicidal intent. 
1.7.3.2The assessment of risk should be written clearly in the service user's notes. The 
assessment should also be passed on to their GP and to any relevant mental health services 
as soon as possible to enable follow-up. 
1.7.3.3See recommendations 1.3.11, 1.3.12 and 1.3.13 in 'Self-harm: longer-term 
management' (NICE clinical guideline 133). 
1.7.3.4See recommendations 1.3.11, 1.3.12 and 1.3.13 in 'Self-harm: longer-term 
management' (NICE clinical guideline 133). 
1.7.3.5Consideration should be given to combining the assessment of risks into a needs 
assessment framework to produce a single integrated psychosocial assessment process. 
1.7.4 Training 
1.7.4.1All health professionals, including junior psychiatrists, social workers and psychiatric 
nurses, who undertake psychosocial assessment for people who have self-harmed should be 
properly trained and supervised to undertake assessment of needs and risk specifically for 
people who self-harm. 
Referral, admission and discharge following self-harm 
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Referral, treatment and discharge following self-harm should be based on the overall 
assessment of needs and risk. 
1.8.1.1The decision to refer for further assessment and/or treatment or to discharge the 
service user should be taken jointly by the service user and the healthcare professional 
whenever this is possible. When this is not possible, either as a result of diminished mental 
capacity or the presence of significant mental illness, this should be explained to the service 
user and written in their notes. 
1.8.1.2Referral for further assessment and treatment should be based upon the combined 
assessment of needs and risk. The assessment should be written in the case notes and 
passed onto the service user's GP and to any relevant mental health services as soon as 
possible to enable follow-up. 
1.8.1.3The decision to discharge a person without follow-up following an act of self-harm 
should be based upon the combined assessment of needs and risk. The assessment should 
be written in the case notes and passed onto their GP and to any relevant mental health 
services. 
1.8.1.4In particular, the decision to discharge a person without follow-up following an act of 
self-harm should not be based solely upon the presence of low risk of repetition of self-
harm or attempted suicide and the absence of a mental illness, because many such people 
may have a range of other social and personal problems that may later increase risk. These 
problems may be amenable to therapeutic and/or social interventions. 
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1.8.1.5Temporary admission, which may need to be overnight, should be considered 
following an act of self-harm, especially for people who are very distressed, for people in 
whom psychosocial assessment proves too difficult as a result of drug and/or alcohol 
intoxication, and for people who may be returning to an unsafe or potentially harmful 
environment. Reassessment should be undertaken the following day or at the earliest 
opportunity thereafter. 
Psychological, psychosocial and pharmacological interventions 
Referral for further assessment and/or treatment should be based upon a comprehensive 
psychosocial assessment, and should be aimed at treating a person's underlying problems or 
particular diagnosis rather than simply treating self-harming behaviour, although intensive 
therapeutic help with outreach may reduce the risk of repetition. Whatever the treatment 
plan, primary care and mental health services should be informed. 
1.11.1.1Following psychosocial assessment for people who have self-harmed, the decision 
about referral for further treatment and help should be based upon a comprehensive 
psychiatric, psychological and social assessment, including an assessment of risk, and should 
not be determined solely on the basis of having self-harmed. 
1.11.1.2Clinicians should ensure that service users who have self-harmed are fully informed 
about all the service and treatment options available, including the likely benefits and 
disadvantages, in a spirit of collaboration, before treatments are offered. The provision of 
relevant written material with time to talk over preferences should also be provided for all 
service users. 
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1.11.1.3The mental health professional making the assessment should inform both mental 
health services (if they are involved already) and the service user's GP, in writing, of the 
treatment plan. 
1.11.1.4For the further management of people who have self-harmed, see 'Self-harm: 
longer-term management' (NICE clinical guideline 133). 
 
 
 
 
 
 
 
 
 
 
 
 
 
